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‘RHEUMATOID ARTHRITIS’ ASSOCIATED WITH SPONTANEOUS GANGRENE 
OF THE EXTREMITIES 


REPORT OF A CASE 
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and 
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From the Department of Internal Medicine and the Institute for Pathology, University of Pretoria, Pretoria 


Cases of spontaneous gangrene of the extremities have been Laboratory Investigations 


described in association with many different conditions. Blood count: Nothing abnormal. 
They are not uncommon and the majority are clearly associa- Sedimentation rate: 55 mm. in the first hour (Westergren). 

giie” ‘ : : ‘ Urine examination: Albuminuria ; no glycosuria or othe 
ted with some generalized disease process. The present  ,ppormal findings. . 
report is based on observations of a patient with rheumatoid Liver function tests: Total proteins 6-9 g. per 100 ml. Albumin 
arthritis, myxoedema, and other pathological changes, 3-0 Globulin 3-9. Thymol flocculation . Colloidal gold 
who developed gangrene of the extremities while under >- Z!n¢ sulphate 21. 

Bie : “a Serum cholesterol 231 mg. per 100 ml. 
observation in hospital. The differential diagnosis which Blood urea 63 mg. per 100 ml. 
was considered during life is discussed and the final diagnosis Protein-bound-iodine value: 2: lug. °¢ 
as verified at autopsy is presented. Radio-active iodine uptake of the thyroid: 6-6°, after 5-6 hours 


and 3-9°% after 24-7 hours. 

ECG: Nothing of specific diagnostic value. 

Barium swallow revealed a marked hold-up of barium about 
3 inches above the diaphragm, with narrowing of the oesophagus 
from this point to just above the diaphragm, where a large dia- 
phragmatic hernia could be demonstrated. Filling defects attri- 
buted to secondary oesophagitis were demonstrated above the 
constriction. 


CASE REPORT 


M.E.M., a 57-year-old housewife, was admitted to hospital with 
a history that rheumatoid arthritic deformities of the limbs had 
developed over the past 4 years to such an extent that for 1 year 
before admission she was confined to bed. Since then she com- 
plained of progressive dysphagia, even with fluid substances, 
and frequent vomiting of profuse amounts of mucous material. Treatment and Progress 
She also complained of a husky voice, marked tiredness and a 
feeling of coldness. 

The past history revealed two abortion episodes and there were 
no live children. 


The patient was given prednisone, 5 mg. t.d.s., and thyroid 
which was slowly increased to 1 gr. per day. At weekly intervals 
she received 40 units of ACTH intramuscularly. 

After 3 months the myxoedema had completely disappeared. 


. — However, the patient became incontinent of urine and occasionally 
Examination 


developed acute retention. At first this could be relieved by 

Rheumatoid arthritic deformities were present in the joints, intermittent catheterization, but eventually an indwelling catheter 
with flexion deformities of the knee and elbow joints, ulnar devia- — was required. 
tion of the hands, and ‘dropped feet’. She had a puffy face with After 7 months in hospital she developed an acute episode of 


periorbital oedema, a thickened tongue, a cold, dry and coarse dysphagia and profuse vomiting. Her general condition deteriorated 
skin, left facial nerve palsy and septic conjunctivitis. The blood suddenly but, with careful nursing and an almost completely 
pressure varied between 180/100 and 160/90 mm. Hg, and there _ liquid diet, she improved slightly. A week later peripheral gangrene 


was fairly marked arteriosclerosis. The liver was hard, non- developed, which involved firstly the tip of the left thumb and then 

tender and 3 fingers enlarged in the mid-clavicular line. The spleen the distal phalanx and the distal part of the middle phalanx of 

was just palpable. the right 4th finger in the course of a few days (Fig. 1). Finally 
9K 
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areas in two other fingers and the 4th left toe became gangrenous. 
The peripheral pulses remained easily palpable up to the edge of 
the gangrenous areas. A progressive generalized cold mauve 
mottling, the result of capillary dilatation, and an increased capil- 
lary fragility demonstrated by the blood-pressure-cuff test, were 
present. 





Fig. 1 Right hand with gangrene of the 4th finger and rheumatoid 
arthritic deformities of the joints 


At this stage no cryoglobulinaemia, porphyrinuria or haemo- 
globinuria could be demonstrated. The gangrene remained 
localized but the patient’s general condition deteriorated steadily 
over a month and the dysphagia and vomiting increased. Terminal 
circulatory collapse occurred, and she died on 6 April 1957. 





Fig. 2. Section through the wall of the pharynx showing an artery with 
typical features of acute periarteritis nodosa, t 
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Differential Diagnosis 

The clinical problem in this case was to find a satisfactory 
explanation for the development of the spontaneous gangrene. 
Jepson! has recently provided a summary of most of the published 
work on cases of bilaterally symmetrical gangrene associated with 
unrelated conditions. These, as well as other conditions, were 
considered in this case. 

Catchpole et a/.* have stated that rheumatoid arthritis is frequent- 
ly associated with diminution or redistribution of the peripheral 
blood flow. This may be due to organic arterial narrowing or 
occlusion, or alternatively to high resting tone in peripheral 
vessels although they may still be capable of relaxing to a normal 
calibre under certain conditions. Clinical recovery of rheumatoid 
arthritis under cortisone treatment was shown to be associated 
with increase in peripheral vasodilator response. This diminishes 
to below pre-cortisone levels if cortisone treatment is discontinued. 

It was suggested that in this case the rheumatoid processes had 
progressed rapidly so that disturbances in vascular action had 
resulted in spite of the prednisone vasodilator attempt; that is to 
say, the vessels might have become unresponsive to the continued 
stimulus from prednisone. However, this did not explain the 
development of gangrene, which depends upon structural occlusion 
of the arteries, and cases of spontaneous gangrene of the extremities 
occurring in a patient with advanced rheumatoid arthritis under 
treatment with prednisone is very unusual. 

Hypertension and arteriosclerosis were blamed as causative 
factors, but the blood pressure was only moderately high and 
arteriosclerotic changes during life were not very marked and were 
therefore excluded clinically as causes of the gangrene. 





Fig. 3. Section of the calf muscle with lesions of acute periarteritis 
nodosa and atrophy of muscle fibres. H E 
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Small embolic phenomena as causative factors were considered, 
but no source of emboli could be found. 

Cryoglobulinaemia,* haemoglobinuria and porphyria, as well 
as diabetes mellitus and multiple myeloma with hyperglobulinaemia 
were excluded. 

The collagen diseases were considered as a distinct possibility. 
The whole clinical picture with multiple system involvement, i.e. 
the rheumatoid type of arthritis, my xoedema, hypertension, 
hepatomegaly, splenomegaly, albuminuria, a left facial nerve palsy, 
and a large hiatus hernia with oesophageal stenosis, was suggestive 
of an atypical type of collagen disease. The post-mortem and 
microscopical examination confirmed this diagnosis. 


Post-mortem Examination 


Marked deformities of rheumatoid arthritis were evident. 
The muscles were markedly atrophic. 

A bilateral obliterative pleuritis and pericarditis was present. 
The heart was enlarged, owing mainly to hypertrophy and dilata- 
tion of the left ventricle. There was a patchy fibrosis of the myo- 
cardium, but the endocardium and valves were normal. The 
coronary arteries were markedly sclerotic, but showed only slight 
linear fatty deposits in the intima. The aorta showed severe 
atheroma of both the thoracic and the abdominal portions, with 
ulceration, calcification, and ante-mortem thrombus formation. 

The entire length of the oesophagus was diffusely thickened and 
signs of chronic oesophagitis were present. A 2-inch diameter 
hiatus hernia was demonstrated. 

An acute haemorrhagic cystitis and an acute pyelonephritis 
localized to the left kidney was revealed. 

The brain on section showed a small area of cerebral softening 
in the right cerebral hemisphere, which involved the upper part 
of the capsula intima and which had caused thickening of the 
ependyma of the floor of the lateral ventricle. 

The thyroid was entirely replaced by dense fibrous tissue and 
macroscopically no thyfoid tissue could be identified. However, 
this tissue was removed for microscopical examination. 





Fig. 4. Section of the pretracheal fibrous tissue in which remaining 
islets of thyroid tissue can be seen. The surrounding blood vessels 
are the seat of severe endarteritis. H. & 


te 
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Microscopical Examination. The tissues were fixed in 10% 
formalin for 1 week and blocks were taken and embedded in paraf- 
fin and cut at 4 microns. Sections were stained with haematoxylin 
and eosin, Verhoeff’s stain for elastic tissue, Masson’s trichromic 
stain, Mallory’s phosphotungstic acid haematoxylin, and the 
periodic-acid Schiff stain. 

Sections of the heart showed thickening of the pericardium and 
infiltration with lymphocytes. The myocardium showed hyper- 
trophy of the muscle fibres, interstitial fibrosis, and a focal inter- 
stitial myocarditis. Slight fibro-elastic thickening of the left 
auricular endocardium was present. The coronary arteries showed 
well-marked concentric fibrous thickening of the intima, but no 
evidence of fat deposition. 

The most significant morphological changes were observed in the 
arterioles throughout the body. These small vessels were the seat 
of severe obliterative endarteritis, and some showed the typical 
microscopic features of acute polyarteritis nodosa. Sections of 
the lungs, liver, pancreas, suprarenals and spleen revealed marked 
and widespread obliterative endarteritic changes. The hypertro- 
phied muscular layers of the oesophagus and pharynx showed 
interstitial fibrosis with the endarteritic changes, and also typical 
lesions of acute polyarteritis nodosa (Fig. 2). At the periphery 
of the median nerve and the brachial artery, and in the vessels 
of the voluntary muscles of the calf, acute polyarteritis nodosa 
lesions were seen (Fig. 3). In addition, the calf muscles showed the 
features of disuse atrophy as well as foci of ischaemic necrosis. 

The synovial membrane of the knee showed marked fibrous 
thickening, endarteritis obliterans, small foci of lymphocytic 
infiltration, areas of increased vascularization, and foci of deposi- 
tion of altered blood pigment. 

The vessels around the area of softening in the internal capsule 
were the seat of well-marked endarteritis, sometimes with total 
obliteration of the lumen. Well-marked atheroma of the basilar 
artery and severe endarteritic changes in some of the smaller 
vessels of the subarachnoid space were seen. 








a a 
~ > —_ - 

Fig. §. Section of digital artery showing severe endarteritis and terminal 

occlusion by recently formed thrombus. H. & FE 
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Sections of the pretracheal fibrous tissue showed only an occasio- 
nal islet of thyroid tissue composed of 5-6 acini. The islets were 
surrounded by dense hyaline fibrous tissue. The blood vessels in 
the fibrous tissue showed signs of (a) acute polyarteritis nodosa and 
(6) pronounced obliterative endarteritis (Fig. 4). 

A section taken through the index finger of the right hand showed 
marked obliterative endarteritis of the digital arteries. In addition 
the one artery was completely occluded by a small recently formed 
thrombus (Fig. 5). 

The kidneys showed the histological features of acute pyelo- 
nephritis and well-marked hyalinization of the afferent arterioles. 

Staining of the pituitary with the P.A.S. Orange G method 
revealed normal thyrotrophic cells. 


DISCUSSION 


Pathologically this case presented further problems in that 
it was difficult to assess the exact relationship between the 
various possible disease processes, viz. polyarteritis nodosa, 
obliterative endarteritis, myxoedema, and rheumatoid 
arthritis. 

The various syndromes comprising the collagen diseases 
are usually well defined clinically and pathologically, though 
cases showing more than one syndrome are frequently 
encountered. Thus Ball* suggested that although polyarteritis 
nodosa is a rare complication of rheumatoid arthritis, the 
association of these two conditions is more than coincidental. 
The frequency, distribution and morphology of arterial 
lesions in rheumatoid arthritis are variable, ranging from 
mild indeterminate arteritis to classical polyarteritis nodosa. 
Rose® has found the incidence of rheumatoid arthritis in 
polyarteritis nodosa to be about 8% as opposed to 1% in the 
general population. On the other hand, Friedman et al.® 
has demonstrated that the arthritis of polyarteritis nodosa 
is indistinguishable pathologically, radiologically and clinic- 
ally from that of typical rheumatoid arthritis. Pagel’ thought 
that the pathogenesis was similar and the features indistin- 
guishable. 

The relatively short history in this case is suggestive of 
primary vascular disease. However, the widespread oblit- 
erative endarteritis found throughout the body could not be 
explained on the basis of polyarteritis nodosa and it is 
suggested that it may have been due to prolonged arterial 
spasm with final thrombotic occlusion of the digital arteries. 

The very severe vascular lesions in the region of the 
thyroid—polyarteritic changes as well as obliterative end- 
arteritis — suggests that thyroid atrophy may have been 
secondary to vascular disease. 

Recently Fisher* described a case of classical rheumatoid 
arthritis of 15 years’ duration with lesions of polyarteritis 
nodosa revealed at post-mortem. The association of rheuma- 
toid arthritis and rheumatic heart disease has also frequently 
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been stressed. Such an association emphasizes once more 
the similarities between rheumatoid arthritis and other 
diseases that are characterized by disseminated vascular 
lesions, necrosis of collagen, pathological changes in the 
joints, and cardiac lesions that may have a common patho- 
genic factor, particularly hypersensitivity. 

It has also been suggested that the occurrence of dis- 
seminated vascular lesions and other visceral manifestations 
in patients with rheumatoid arthritis may be the result of 
therapy with steroids. In most such cases, however, these 
lesions seem to be more representative of rheumatoid arthritis 
than of polyarteritis nodosa. There is, however, a suggestion 
that treatment with steroids will lead to a higher incidence 
of visceral and vascular manifestations in rheumatoid 
arthritis (Kemper ef al.°). 


SUMMARY 


1. A case of spontaneous gangrene of the extremities in a 
patient with rheumatoid arthritic deformities and myxoedema 
is presented. 

2. The differential diagnosis of cases of spontaneous 
gangrene of the extremities with palpable peripheral pulses is 
discussed. 

3. Autopsy revealed the presence of polyarteritis nodosa 
and it is suggested that this was probably the primary lesion 
leading to the development of arthritic deformities and 
myxoedema. 

4. In addition widespread endarteritic changes were present 
which could only be explained on the basis of prolonged 
vascular spasm. 


We should like to express our thanks to Prof. H. W. Snyman and 
Dr. L. D. Erasmus for encouragement and advice, Prof. J. Barnetson 
for reading the manuscript, and the Superintendent of the Pretoria 
General Hospital for permission to publish the case. 

This work was supported by a grant from the Council for 
Scientific and Industrial Research. 
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VAN DIE REDAKSIE 
DIE OUDERDOM VAN DIE FETUS 


Die bepaling van die groeistadium van die vrug kan van 
verloskundige sowel as medies-geregtelike belang wees. 
Enige besluit om ’n swangerskap te beéindig hang geheel 
en al van die vasstelling van lewensvatbaarheid af, en dit is 
soms nodig om die vrug se ouderdom tot die naaste week te 
bepaal, bv. wanneer ’n keisersnee in die 36ste week van 
swangerskap uitgevoer moet word. Gewoonlik duik hierdie 
vraagstuk eers na die 7de maand op; die medies-geregtelike 
deskundiges se belang het betrekking op die ouderdom waar- 
op lewensvatbaarheid wetlik tot stand kom (in die Unie van 
Suid-Afrika word dit op die 28ste week van baarmoederlike 
lewe gestel), en die verloskundiges stel belang in die 36ste 
week. 

Die geldigheid van die eeue-oue kliniese metode van 
bepaling—betasting van die hoogte van die baarmoeder- 
gewelf bo die rand van die bekken—kan beswaarlik betwis 
word, hoewel niemand daarop aanspraak maak dat dit altyd 
akkuraat of betroubaar is nie. Wetenskaplik gesproke is dit 
maar “n ru metode, ongetwyfeld nuttig, maar nouliks juis 
genoeg vir alle verloskundige doeleindes, of, natuurlik, as ’n 
bruikbare metode vir die medies-geregtelike deskundige. 
Dan ook hang die grootte van die baarmoeder tot ’n sekere 
mate van die grootte van die vrug af, wat nie noodwendig 
ooreenstem met die ,rypheid’ van die vrug nie. °n Baba van 
6}-lb kan ontydig gebore wees terwyl *n 6-lb baba voldrae 
kan wees. Die kruin-rompmate, wat ook tot °n mate be- 
invloed word deur die fetale gewig, word beskou as °n juister 
aanduiding van die ouderdom, en 23 cm. word beskou as die 
kritiese lengte vir die 28ste week. Vir alle praktiese doeleindes, 
hang die ouderdomsbepaling van die vrug af van die mate van 
ontwikkeling van sekondére verbening in die onderste lede- 
mate. Die medies-geregtelike deskundiges beskou die twee- 
sydige teenwoordigheid van die boonste epifise van die 
skeenbeen as onteenseglike bewys dat die fetus voldrae was 
en beskou die teenwoordigheid van die verbeningsentrum 
van die enkelbeen as teken van ,geregtelike’ lewensvatbaar- 
heid. 

Onlangs het J. Blair Hartley die saak van die radioloog 
by die ouderdomsbepaling van die vrug aangevoer.' Sy 
referaat was geskrywe ondanks volgehoue afkeuring van die 
blootstelling ter enige tyd van die fetus se liggaamsdele aan 
direkte X-bestraling, en hy bespreek vooraf die gevare en 


voordele van hierdie metode. Hy keur dit ten strengste af 


dat X-straalondersoeke as roetine voorgeboortelike hulp- 
middel gebruik word, en haal aan uit Stewart en haar mede- 
werkers in die Departement Volksgeneeskunde te Oxford: 
,Ons het nog nooit gevoel dat ons bevindings algemene af- 
keuring van voorgeboortelike radiografie regverdig nie. In 
*’n behoorlik uitgevoerde ondersoek is daar ongetwyfeld min 
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EDITORIAL 
THE AGE OF THE FOETUS 


Assessing the maturity of the foetus may be a subject of 
obstetrical as well as medico-legal importance. Any decision 
to terminate pregnancy is wholly dependent on establishing 
viability, and sometimes it may be necessary to estimate 
foetal age to the nearest week, e.g. when a Caesarean section 
has to be performed at the 36th week of gestation. In general, 
only after the 7th month does the question arise; forensic 
experts are interested in establishing relationship to the age 
of legal viability (defined in the Union of South Africa as the 
28th week of intra-uterine life), and obstetricians are interested 
in the 36th week. 


The validity of the age-old clinical method of assessment 
by palpating the height of the fundus above the brim of the 
pelvis—can hardly be challenged, although no one will 
claim that it is invariably accurate or reliable. By scientific 
standards it is a rough-and-ready measure, undoubtedly 
useful but hardly accurate enough for all obstetrical purposes 
or, indeed, as a method available to the medico-legal expert. 
Moreover, the size of the uterus depends to a certain extent 
on the size of the foetus, which does not necessarily accord 
with maturity. A 6}-lb. baby may be born prematurely 
while a 6-lb. baby may be mature. However, the crown- 
rump measurement—also dependent to a degree upon foetal 
weight—is held to be a more accurate index of maturity 
and 23 cm. is regarded as the critical value for the 28th week. 
For all practical purposes, the assessment of foetal maturity 
depends upon examination of the state of development of the 
secondary centres of ossification in the lower limb. Medico- 
legal experts view the bilateral presence of upper tibial 
epiphyses as definite evidence that the foetus was full-term, 
and the presence of the centre of ossification for the talus as 
evidence of legal viability. 


Recently J. Blair Hartley advanced the claim of the radio- 
logist in the diagnosis of foetal maturity. His paper was 
written in the face of sustained adverse criticism against the 
exposure of foetal parts to the direct X-ray beam at any time, 
and he prefaces it with a discussion of the dangers and 
advantages of the technique. He roundly denounces those 
who use X-ray examination as a routine antenatal ancillary, 
and quotes Stewart and her co-workers in the Department of 
Social Medicine at Oxford: ‘We have never felt our findings 
justified a broad and sweeping condemnation of antenatal 
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gevaar vir die fetus, en voorgeboortelike radiografie moet nog 
steeds beskou word as ‘n noodsaaklike 
lewensredmiddel, mits dit beperk word tot gevalle waar daar 
*n duidelike kliniese rede vir die ondersoek is.” 


waardevolle en 


Hartley baseer sy bevindings op die ondersoek van meer as 
10,000 gevalle wat in die afgelope 8 jaar in die St. Mary- 
hospitalegroep te Manchester behandel is (nie minder as ‘n 
kwart van die versoeke wat aan die X-straaldepartemente 
gerig was, was vir die bepaling van die fetale ouderdom nie), 
en hy stel voor dat dit die radioloog is, en nie die ontleed- 
kundige nie, wat die bekwaamste is om uitspraak te lewer 
oor die verskyningstye van die verskillende epifise. Indien 
hierdie sekondére sentra teenwoordig is, sal hulle aangetoon 
word op ’n duidelike radiograaf, en daar is maar min ontleed- 
kundiges wat daarop aanspraak kan maak dat hulle die 
epifise van 10,000 fetusse so volledig as wat hulle op ’n radio- 
graaf aangedui word, ondersoek het. 


Volgens die radiologiese ,bakens’ wat teenwoordig is, is dit 
moontlik om die ontwikkeling van die groeiende vrug in 
4 stadiums te verdeel, nl. 10-24 weke, 24-36 weke, 36 weke en 
ouer, en die tydperk van ,oorvoldrae’. In die eerste periode 
(10-24 weke) is spesiale metodes nodig om die sentrums van 
verbening van die fetale rugwerwels en die buitelyn van die 
skedel aan te toon. Op hierdie vroeé stadium is die grootte 
van die kop en die graad van digtheid van die fetale liggaams- 
dele seker die beste aanduidings van die ouderdom, maar 
hulle verskil s6 in voorkoms dat hulle nie altyd akkurate 
tekens is nie. Die sentrum vir die hakskeenbeen kom tussen 
die 24ste en 26ste week te voorskyn (dit is bepaald teenwoordig 
teen die einde van die 26ste week) en die sentrum vir die 
enkelbeen verskyn teen die einde van die 28ste week. Dan kom 
die knie-epifise (onder-dybeen op die 36ste week, en die bo- 
skeenbeen op die 38ste week). Die onderskeiding van die 4de 
radiologiese groep—,oorrypheid’ verg meer ondervinding; 
om dit te diagnoseer moet die skedel dig wees en die bene ’n 
hoé graad van verbening toon. Maar Hartley benadruk die 
ander maklik herkenbare punte; die boonste epifise van die 
skeenbeen moet net so groot (of nog groter) as die onderste 
epifise van die dybeen wees, en °n derde voetwortelsentrum 
(vir die kubusbeen) behoort teenwoordig te wees. Hy lé 
ook nadruk op sekere valstrikke. Die kubusbeen, wat 
tradisioneel beskou is as teken van volle ontwikkeling, kan 
byvoorbeeld reeds op die 37ste week verskyn. Desgelyks kan 
plasenta-verkalking voor die geboortedatum of na die 42ste 
week verskyn, en dit is hoegenaamd geen teken van volgroeid- 
heid nie. Ossifikasie van die sternumsentrums is heeltemal 
onbetroubaar. Die uitslae van hierdie groot toetsreeks was 


bevredigend, en Hartley meen dat die Royal College of 


Obstetricians in radiologiese ouderdomsbepaling die nuwe 
maatstaf vir vrugontwikkeling waarna hulle soek, gevind het. 
Hy verklaar dat, volgens die beheerde metode van radio- 
logiese diagnose wat in sy departement toegepas word, 50°, 
van die swanger vroue wie se plate ondersoek was binne 7 dae 
van die radiologies aangegewe datum geboorte geskenk het, 
en 75° binne 14 dae. As hierdie reeks slegs gevalle nd die 
24ste week ingesluit het, sou die toets met nog groter juistheid 
bekroon gewees het. 


1. Hartley, J. B. (1957): Brit. J. Radiol., 30, 561. 


2. Stewart, A.. Webb. J. W., Giles, B. D. en Hewitt, D. (1956): 
Lancet, 2, 1355. 
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radiography. The risk to the foetus in a properly conducted 
examination is undoubtedly small, and antenatal radiography 
should continue to be regarded as a valuable and essential 
means of saving life, provided it is restricted to the cases in 


which there is a definite clinical reason for the examination.” 


Hartley, basing his findings upon the examination of over 
10,000 cases in the last 8 years in the St. Mary’s hospitals 
group at Manchester (where no less than one-quarter of the 
requests to the X-ray departments are now for foetal maturity), 
suggests that the radiologist, and not the anatomist, is best 
qualified to speak on the times of appearance of the various 
epiphyses. If these secondary centres are present they will be 
shown on a good radiograph, and few anatomists can claim 
to have examined the epiphyses of 10,000 foetuses as complete- 
ly as they are demonstrated on a radiograph. According to 
the radiological ‘landmarks’ that are present, it is possible to 
separate the development of the growing foetus into 4 stages, 
i.e. 10-24 weeks, 24-36 weeks, 36 weeks onwards, and ‘post- 
maturity’. In the first period (10-24 weeks) special techniques 
are required to show the centres of ossification of the foetal 
vertebrae and the outline of the skull. In this early stage the 
size of the head and the degree of density of the foetal parts 
are probably the best indices of maturity, but their appearance 
is too variable for them to be accurate. The centre for the 
calcaneum appears between the 24th and 26th weeks (definite- 
ly present at the end of the 26th week), and that for the talus 
at the end of the 28th week. Then follow the knee epiphyses 
(lower femoral 36th week, upper tibial 38th week). The 4th 
radiological group—‘postmaturity’—requires more experience 
to identify; to diagnose it the skull must be dense and the 
bones well ossified. But Hartley emphasizes the additional 
easily identifiable points, viz. that the upper tibial epiphysis 
should be as large as (or larger than) the lower femoral, and 
that a 3rd tarsal centre (for the cuboid) should be present. 
He also stresses certain pitfalls. For instance, the cuboid— 
traditionally held to be a sign of full development—may 
appear as early as the 37th week. Similarly, placental cal- 
cification may appear before term or after the 42nd week 
and is no indication whatever of maturity, and ossification 
of the sternal centres is quite unreliable. The results of this 
large series were gratifying, and Hartley ventures the opinion 
that the Royal College of Obstetricians may have found in 
radiological assessment the new yardstick they are known to 
be seeking to judge maturity by. He found that, by the 
controlled method of radiological diagnosis employed in his 
department, 50°, of the pregnant women whose films were 
examined were delivered within 7 days of the radiologically 
estimated date of birth, and over 75° within 14 days. If 
the series had not included cases earlier than the 24th week, 
the accuracy would have been stil greater. 


1. Hartley, J. B. (1957): Brit. J. Radiol., 30, 561. 


2. Stewart, A., Webb, J. W., Giles, B. D. en Hewitt, D (1956): 
Lancet, 2, 1355. 
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INCOME TAX: DEDUCTION OF EXPENSES IN RESPECT OF POSTGRADUATE STUDY COURSES 


The position in regard to deduction from taxable income 
in respect of postgraduate study courses attended by dentists 
or medical practitioners has been modified by section 6 
of the Income .Tax Act 1957. The concessions embodied 
in this section were arrived at after discussions between the 
Medical Association’s Parliamentary Committee and the 
Commissioner for Inland Revenue. On the basis of this 
section the Commissioner, in a letter published in this 
issue of the Journal (page 50), has set the position out and 
detailed the procedure to be followed. These details are 
of interest both to the doctors concerned and to the Medical 
Association and its Branch officers. 

The new section has effect from the income-tax year 
ended 30 June 1957. It provides that any medical practitioner 
who has practised his profession for not less than 3 years 
may claim an allowance from his taxable income for ex- 
penditure incurred during the year of assessment in attending 
a postgraduate study course approved by the Medical 
Association (but not a medical congress). The practitioner 
may also claim for expenses incurred in attending an ex- 
amination connected with such a course. The amount of 
the deduction allowed will be determined by the Com- 
missioner for Inland Revenue, whose decision will not be 
subject to objection and appeal, but will be final and con- 
clusive. The expenses to be allowed will include travelling 
expenses, and living expenses on a flat rate of £2 5s. Od. 
a day if the course is attended in the Union at a centre 
other than that in which the taxpayer ordinarily resides 
or carries on his practice, £5 a day in Great Britain or the 
Continent of Europe, and £7 10s. Od. a day in America 
and Canada. The taxpayer need not submit particulars of 
his living expenses unless they exceed this flat rate. The 
deduction allowed may include the full amount calculated 


on these rates, or only a portion, or none at all, according 
to circumstances such as the length of stay in the foreign 
country or the holding of a paid appointment there, or the 
maintenance of a home or the support of a wife or family 
in the Union during the course. The allowance will be in 
respect of the taxpayer’s personal expenses and not those 
of any other person, such as a wife or child. If the attendance 
at the study course is associated with a holiday on the part 
of the taxpayer, or with travelling for some other purpose, 
an apportionment will be made in determining the deduction 
to be allowed. 

Considerable responsibility is placed on the Medical 
Association of South Africa in connection with claims by 
medical practitioners. A certificate must be issued in respect 
of each claim and this will be done by the Branches of the 
Association for their own members and for non-members 
residing within their areas. The certificate will be signed 
by the President of the Branch. The form of the certificate 
has been left to the Association, no special form having 
been prescribed, but it must comply with the conditions 
laid down in paragraph 4.1 of the Commissioner’s letter 
and cover the points set out in that paragraph. The Com- 
missioner asks the Association to satisfy itself by obtaining 
written confirmation from the person or institution con- 
ducting the course, or by other adequate means, that the 
expenditure was incurred by the taxpayer in respect of the 
attendance by him of a postgraduate study course approved 
by the Association to improve his qualifications for carry- 
ing on his profession in the Union. 

It appears that it will be necessary for the taxpayer to 
obtain the certificate from the Branch; the Commissioner 
asks the Association to send a copy of the certificate to 
the local departmental Receiver of Revenue. 


SURGICAL TREATMENT OF BILATERAL BRONCHIECTASIS * 


IVAN BARNAT, F.R.C:S. 
Durban 


The development of improved hilar dissection techniques 
in the performance of pulmonary lobectomy, combined with 
improvements in anaesthetic and blood-transfusion tech- 
niques and the ready availability of antibiotics, has given a 
tremendous impetus to the treatment of bronchiectasis. 
More recent developments in the resection of broncho- 
pulmonary segments have enabled the surgeon to tackle 
the problem of diffuse bilateral bronchiectasis by resecting 
the involved segments and conserving the healthy ones. 
In this paper it is proposed to discuss the role of surgery 
in the treatment of bilateral bronchiectasis and to illustrate 
this with an analysis of a personai series of 50 surgically 
treated cases of bilateral bronchiectasis; 30 have had bi- 
lateral resection and 20 resection on one side only. 


Bronchiectasis may best be defined as a condition of 


pathological irreversible dilatation of the bronchi; in most 


* A paper presented at the South African Medical Congress, 
Durban, September 1957. 


cases this is associated with infection, the production of 
sputum, and frequent episodes of pneumonitis or pneu- 
monia. A few cases are almost symptomless, the so-called 
dry bronchiectasis; these usually manifest themselves by 
recurring episodes of haemoptyses. 

Pathological dilatation of the bronchi associated with 
infection is a frequent aftermath of bronchial obstruction 
due to simple or malignant bronchial neoplasms or to the 
presence of inhaled foreign bodies which have not been 
recognized and removed. It is also associated with the 
healing of tuberculous lesions of the lung and with the 
healing of lung abscesses. It is not proposed to discuss 
these types of cases, which have an obvious primary cause; 
in general we employ the term bronchiectasis mainly to 
indicate the type of disease that has no obvious aetiological 
factors and which may perhaps be called ‘idiopathic’. 

Bronchiectasis, and particularly bilateral bronchiectasis, 
is a cause of continued ill-health and when encountered 
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early in life may result in stunting of growth; in some cases 
there may be deformities of the chest. It is frequently asso- 
ciated with marked clubbing of the fingers and with the 
development of emphysematous changes in the lungs, 
resulting in progressive dyspnoea, and may eventually lead 
to the development of pulmonary hypertension and a ter- 
minal cor pulmonale. Rare cases may develop amyloid 
disease or brain abscess. Life expectancy is usually reduced. 

A chronic cough and expectoration of foul sputum is 
usually present, although the text-book type of case, formerly 
associated with the creosote chamber, is rarely encountered 
today. However the foetid breath frequently results in 
these poor unfortunates becoming a social embarrassment 
both to themselves and to their contacts. They frequently 
appear unwell and in many cases are thin and poorly de- 
veloped. The bronchiectatic segments of the lung are prone 
to frequent inflammatory episodes resulting in pneumonia 
and pleurisy, or in milder episodes which are, correctly 
or not, termed pneumonitis. In many cases the course is 
very much milder and the symptoms are far less marked. 
Many cases frequently appear to show natural remissions 
but these are usually only temporary. 

The dry bronchiectatics may suffer quite considerable 
haemoptyses. This type of case may be asymptomatic and 
may be unrecognized for years. It is not uncommon to 
encounter a case of haemoptysis in later life in which malig- 
nancy is suspected and excluded by a full investigation. 
Bronchograms in this type of case will frequently reveal a 
bronchiectatic lesion as the causative factor. 

Bronchiectasis is encountered at all ages and it is amazing 
how infrequently it is considered in the differential diagnosis. 
One frequently encounters cases masquerading as chronic 
bronchitics or considered to have ‘weak chests’; their 
various episodes of infection are treated time and time again 
with antibiotics without further investigation being under- 
taken to demonstrate whether there is underlying bron- 
chiectasis. 

In cases of unilateral disease the results of surgery are 
very gratifying; the affected lobes or segments are removed 
without any noticeable loss in function, and there are few 
critics of this line of therapy. However, in approximately 
50% of cases the condition is bilateral and this is naturally 
a much more serious problem. Most of the criticisms of 
surgical therapy for bronchiectasis are based on this type of 
case and I hope to be able to indicate that these criticisms 
are in the main unjustified, and that this type of case derives 
great benefit from surgery. 

Many physicians and practitioners are very gloomy about 
the value of surgery in bronchiectasis. Most of these poor 
opinions are based upon the results of surgery of a past era 
and incomplete knowledge of the results obtainable at the 
present time. 

It is not proposed in this paper to discuss the patho- 
genesis, pathology or symptomatology in detail, but mainly 
to indicate some of the misconceptions that exist regarding 
surgical therapy, and to stress that surgery has very much 
to offer these unfortunate people and is the only rational 
line of therapy. 


PATHOGENESIS 


It is difficult to be dogmatic as regards the pathogenesis 
of bronchiectasis. The segments involved in the condition 
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are such that the factor of inhalation of secretions cannot 
be held to be an important one. The segments commonly 
involved are the basal segments of the lower lobes, usually 
excluding the superior segment of these lobes. Whitwell! 
found the superior segment uninvolved in 78 cases of 114 
lower lobe specimens removed for bronchiectasis. The 
middle lobe on the right side and the lingular segments on 
the left are frequently involved (Figs. la and 1b). 





Fig. 1 (a). 


Left bronchogram demonstrating bronchiectasis 
of lingula and of basal segments of lower lobe. 


Fig. 1 (6). Right bronchogram demonstrating gross atelec- 
tasis of right middle lobe. Contrast material has only entered 
the first inch of the grossly dilated middle-lobe bronchus. 


The upper lobes are rarely affected apart from the oc- 
casional involvement of the anterior segment. It is thus 
seen that bronchiectasis tends to affect mainly the anterior 
portions of the lung, whereas lung abscess, which frequently 
follows on inhalation of foreign material and which is 
naturally influenced by gravitational factors, tends to involve 
the posterior portions of the lung. It is therefore unlikely 
that secretions from affected nasal sinuses trickling down the 
bronchial tree during sleep is an important factor. 

The role of concomitant infection of the nasal sinuses 
is of interest and also is debatable. It has already been 
mentioned that it is not really valid to consider this as an 
aetiological factor. The para-nasal sinuses are frequently 
infected in bronchiectasis. Perry and King? found evidence 
of sinusitis in 66° of their cases. It is the prevailing opinion 
that the sinuses are involved secondary to the condition 
of the lung. This is suggested by the fact that one frequently 
encounters children with gross bilateral bronchiectasis 
before the para-nasal sinuses have developed. Riggins* 
found sinusitis in 30°, of his cases and in over 50°, the 
bronchiectasis was claimed to have appeared first. Un- 
fortunately treatment of the sinuses is less effective than 
treatment of the bronchiectasis, but we have found that 
if the sinuses are treated at the same time as the bronchiec- 
tasis they frequently cause very little trouble in the future. 

Cases are encountered where secretion from the nasal 
sinuses trickles down into the bronchial passages during the 
night and results in copious morning expectoration. These 
cases are frequently diagnosed as bronchiectatics. However 
bronchograms of these cases will frequently demonstrate a 
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normal bronchial tree. If this were an important aetio- 
logical factor one would anticipate that more of these cases 
would develop bronchiectasis and, in addition, that the 
bronchiectasis would affect the posterior areas of the lung 
more than it does. The most probable explanation is that 
the sinuses are infected secondary to the bronchiectasis; 
it is not feasible to treat the sinuses first, for they will simply 
become re-infected. Following surgical treatment of the 
bronchiectasis, therapeutic measures directed to the sinuses 
are more likely to prove successful. 

A frequently recurring factor in the histories of these 
people is an episode in childhood of a severe chest illness, 
probably a bronchopneumonia, which appeared to have 
supervened on an attack of pertussis or measles. The onset 
of symptoms can frequently be traced back to this episode. 
The pathogenetic factor is probably bronchial obstruction 
due either to thick plugs of secretion in the lumen, or to 
external pressure on the bronchi from an associated lym- 
phadenopathy. In many cases the lymphadenopathy is 
associated with a primary tuberculous complex; the glands 
may actually have ulcerated into the bronchus. The middle- 
lobe syndrome, or atelectasis of the middle-iobe associated 
with bronchiectasis, is generally accepted as being produced 
by this type of mechanism. During surgery for bronchiec- 
tasis one frequently encounters numerous peribronchial 
glands; in some cases these reveal evidence of healed tubercu- 
losis and may even be calcified. However in many cases 
one can only assume that the glands that are present are 
secondary to the infection in the areas which they drain. 

Following obstruction of the bronchi, either by thick 
viscid secretion in their lumen or by external pressure from 
the glands, atelectasis results in the segment or lobe. The 
bronchus itself, having a cartilaginous wall, is not able to 
collapse completely. As it is surrounded by an area of 
negative pressure there is a tendency for the walls of the 
bronchus to dilate. Infection is usually present and this 
leads to destruction of the bronchial mucous membrane 
and wall with scarring in the surrounding tissues, resulting 
in the changes becoming permanent and irreversible. This 
theory does not, however, adequately explain the develop- 
ment of bronchiectasis in cases in which the involved seg- 
ments or lobes are not atelectatic. One may possibly hazard 
the view that in this type of case partial re-expansion has 
later occurred. 

The advent of the new antibiotics and the new antituber- 
culous drugs will probably result in a diminished incidence 
of bronchiectasis in the future. Untreated bronchiectasis is 
probably a progressive disease; infection in the involved 
segment is associated with enlarged regional glands which 
may then cause further atelectasis of uninvolved segments 
by pressure. 

A congenital predisposing weakness of the bronchial 
wall may well exist and there frequently does appear to be 
a congenital tendency for the development of bronchiectasis. 
This is suggested by several cases of bronchiectasis which 
have been reported in identical twins; the interesting Karta- 
gener complex, consisting of dextrocardia associated with 
Sinusitis and bilateral bronchiectasis, supports this hypo- 
thesis. The rarely encountered congenital cystic bronchiec- 
tasis is considered by some to be a true congenital defect, 
but this is by no means universally accepted. Infants suffering 
from congenital cystic disease of the pancreas frequently 
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have extremely viscid bronchial secretions and survivors may 
develop bronchiectasis. However the mechanism in this 
type of case is almost certainly one of bronchial obstruction 
and cannot be considered congenital. 


MORPHOLOGY AND PATHOLOGY 


Bronchiectasis is frequently classified as saccular, cylindrical, 
tubular, fusiform or cystic. The saccular type is the most 
frequently encountered and its presence denotes an irrever- 
sible lesion. In many cases several varieties are present in 
the same patient and it does not appear that this distinction 
is of very much significance. The tubular or fusiform types 
can be just as permanent and irreversible as the saccular 
variety. 

Dilatation of the bronchi may occur when portions of 
the lung are temporarily collapsed and by some this has 
been termed ‘pseudo-bronchiectasis’. It is occasionally seen 
in temporary collapse of the middle lobe in children and may 
be seen in a lung collapsed by a pneumothorax or pleural 
effusion, and in some obscure cases of atypical pneumonia. 
This must not be mistaken for irreversible bronchiectasis. 
The appearances are due to relative shortening of the bronchi 
in the collapsed area with consequent broadening of their 
outline on the X-ray films. In most cases all or some of the 
bronchiectatic segments of the lung become atelectatic. 
This is not always the case and the volume of the bronchiec- 
tatic segments may not be diminished and may even be 
increased owing to obstructive or compensatory emphy- 
sematous changes. The bronchi are dilated with ulcerated 
mucous membrane frequently covered with exudate. The 
ciliated mucous membrane has usually disappeared and 
squamous metaplasia frequently results. The surrounding 
lung may be solid or emphysematous and usually reveals a 
round-cell infiltration and interstitial fibrosis, it is frequently 
very vascular, and there are said to be numerous communica- 
tions between the pulmonary and bronchial vessels. When 
the involved segments are not atelectatic it may be very 
difficult at operation to recognize and delineate them unless 
adequate bronchograms have been obtained. However, 
an absence of the normal carbon pigmentation is an indica- 
tion of the relative lack of function of these parts of the 
lung; if not atelectatic they frequently feel unhealthy and 
abnormal and may show emphysematous changes. There 
may be numerous adhesions to the chest wall, mediastinum 
or the diaphragm, particularly if there have been episodes 
of pneumonia or pleurisy. However the surgeon is frequently 
surprised in extensive bronchiectasis to find an absence of 
adhesions. 

Clubbing of the fingers may be present but complications 
such as amyloid disease or brain abscess are but rarely met 
with today. However the danger of their development is 
very real in untreated cases. Cases of neoplastic degeneration 
have been reported but this possible outcome need not be 
seriously considered. 


DIAGNOSIS 


Bronchiectasis can only be diagnosed with certainty by 
outlining the bronchi with radio-opaque oil. Routine X-ray 
films of the chest may be remarkably normal but will fre- 
quently indicate evidence of disease, particularly if the 
bronchiectasis is associated with atelectasis. X-rays taken 
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during an inflammatory episode may reveal pneumonic 
changes. Saccular cysts of the lung may occasionally be 
seen on routine films; in some cases there is merely vague 
shadowing at the bases, frequently described as ‘increased 
bronchial markings’. Close inspection of these films may 
reveal dilatation of smaller bronchi. 


SURGICAL THERAPY 
Indications 


The indications for surgery in bilateral bronchiectasis 
are not appreciably different from those in the unilateral 
variety. It is difficult to generalize and each case must 
be treated on its merits. The severity of the symptoms 
is not always a true indication of the extent of the disease. 
The presence of the saccular variety of bronchiectasis is an 
indication that the condition is permanent and irreversible. 
The columnar and tubular varieties may be just as permanent 
and just as much in need of surgical resection as the saccular 
variety, but there should be less dogmatism and more re- 
flection in these cases. It is difficult to lay down any hard 
and fast rules but the experience of the surgeon will fre- 
quently enable him to select those cases in which no natural 
improvement may justifiably be anticipated. 

In children the problem is simpler. If saccular bron- 
chiectasis is present then there is no point in continuing 
with conservative therapy. If, however, the type of bron- 
chiectasis is of the tubular or columnar variety, then it is 
well worth temporizing, for spontaneous improvement may 
result. It is my practice to direct attention to the tonsils 
and adenoids and review the case a year later. 

A complete absence of symptoms is probably a contra- 
indication to major surgical procedures. However this type 
of case is most unlikely to have been diagnosed, for the 
only absolute means of diagnosing bronchiectasis is by 
bronchogram. 

Involved segments that are atelectatic are particularly 
suitable for resection. The remainder of the lung has already 
compensated to fill the space formerly occupied by the 
diseased segments and these diseased segments can be 
removed with a minimal upset of physiological function 
and of over-distension of the residual portions of the lung. 

Upper-lobe disease, apart from occasional involvement 
of the anterior segment, is most unusual. However in some 
cases there will be evidence of slightly dilated bronchi in 
the upper lobes and this type of case must be carefully 
assessed and evaluated before deciding on surgery. It is 
most unusual to have to deny surgical resection to bron- 
chiectatics on the ground that the disease is too extensive 
and it is exceptional to find one side so completely involved 
that a pneumonectomy is required; in my Own experience 
this has only been necessary once. 

It is unusual to find cases under the age of 40 with such 
gross emphysematous changes that they have to be denied 
the advantages of surgical therapy because of poor pul- 
monary function. Frequently, following adequate postural 
drainage and instruction in proper breathing exercises, the 
pulmonary function improves so markedly that they can 
eventually be considered for surgery. 

Over the age of 40 one would naturally tend to be some- 
what more cautious and only recommend surgery in cases 
that are particularly suitable, especially those cases in which 
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the involved segments have become atelectatic and the 
cause of severe symptoms. 

Extreme youth is no contra-indication and children stand 
this operation very well. Two cases in this series have been 
under the age of 3 and have had extensive bilateral resections 
performed. Their post-operative course has been quite 
uneventful. It is frequently stated that very young children 
are unable to cooperate and some surgeons advise waiting 
until they are older and more cooperative. In my experience 
this is not justified; surgery in these young children is often 
relatively straightforward and the post-operative manage- 
ment presents no particular hazards or undue difficulties, 
The sooner irreversible lesions and hopelessly damaged 
portions of the lung are removed the sooner will the patient 
be restored to normal health and the more readily will the 
remainder of the lung be able to compensate and take over 
the function of the diseased segments. It has been claimed 
that regeneration of lung tissue does occur but this is very 
questionable. Nevertheless, young children appear to 
compensate for the loss of portions of their lung more 
readily than older people. 

The presence of amyloid disease is not necessarily a 
contra-indication, provided that renal and hepatic function 
has not been grossly disturbed. It is well recognized that 
waxy changes may be reversible. 

The main contra-indication to surgery is extreme emphy- 
sema with signs of cor pulmonale. Such a decision must 
not be taken until the patient has been given the advantages 
of physiotherapy, postural drainage, and other conservative 
measures. Some of these cases will eventually prove suitable 
for surgery and in many others it may be possible to operate 
at least on the side most seriously involved and considered 
most productive of symptoms. 


CRITICISMS OF SURGICAL THERAPY 


The objections frequently put forward to surgical therapy 
in bronchiectasis are, in the main, as follows: (1) That it 
is not necessary because conservative therapy is adequate, 
(2) that surgical resection results in loss of pulmonary func- 
tion, (3) that recurrence is frequent, and (4) that operation 
is dangerous. These objections are dealt with below: 


1. That conservative therapy is adequate. 

All that conservative therapy can accomplish is to cause 
a relative amelioration of symptoms, particularly a diminu- 
tion in cough and sputum. Conservative therapy in the 
main consists of the employment of bronchial drainage and 
the use of antibiotics either parenterally or by aerosol in- 
halation. However, this is merely palliative and symptoms 
eventually recur. Many cases in this series have tried con- 
servative measures for several years before eventually sub- 
mitting to surgery. Conservative measures can never cure a 
true bronchiectasis. 


2. That loss of function occurs. 

Many of these cases of bilateral bronchiectasis have 
grossly impaired pulmonary function. One obvious reason 
for this is that quite large areas of the lung are not func- 
tioning and do not contribute to oxygenation of the blood 
circulating through them; they are virtually unaerated 
shunts. The surgical concept is that these areas are best 
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removed, because they contribute but little to pulmonary 
function and it seems logical to assume that with the removal 
of these unaerated shunts better circulatory efficiency must 
result. These patients will, in addition, benefit by the re- 
moval of these toxic foci, and they will also be spared the 
constant soiling of the rest of the bronchial tree by the foul 
secretions emanating from them. In the majority of cases 
these people are no more dyspnoeic after the operation 
than they were before; in many cases there seems to be less 
exertional dyspnoea after resection. Graham,‘ after success- 
fully resecting 13 out of the 19 broncho-pulmonary seg- 
ments, asked “With how little lung tissue is life compatible’? 
Nature has endowed us abundantly with reserve lung tissue. 

Four cases in this series have similarly had 13 of their 
broncho-pulmonary segments removed without showing 
any evidence of detectable loss of pulmonary function on 
routine activities. 

However in many cases some of the lung removed contains 
still functioning elements; it cannot be denied that in many 
cases there is some actual loss of functioning tissue. Rose- 
mond® found that 88 out of 159 patients had some degree 
of exertional dyspnoea after resection of various amounts 
of lung tissue. However, in general these people are not 
appreciably more dyspnoeic after surgery than they were 
before, providing that adequate expansion of the remaining 
portions of the lung occurs. If there has been a complicating 
empyema, or if inadequate expansion of the lung has been 
obtained, then one is likely to find the development of a 
constricting fibrinous peel around the remainder of the 
lung, and this will certainly result in diminished function. 
Fortunately with adequate post-operative management this 
type of complication is but rarely encountered. In no case 
in this series can the patient be considered to be a respiratory 
cripple and several patients are undertaking strenuous 
activities and playing games. 

A factor deserving of further mention is the question of 
over-distension of the remaining portion of the lung. In 
some cases this undeniably occurs when the remaining 
portion of the lung expands to fill the void caused by the 
removal of the involved areas of the lung. The over-disten- 
sion cannot but be harmful: this is certainly the case in 
adults although it does appear that in children marked 
compensatory distension of the lung can occur without any 
ili-effects. In many cases in which there is atelectasis of 
the involved segments, the remaining portion of the lung 
has already distended to compensate for the shrinkage of 
the involved segments. Frequently the diaphragm adjusts 
at a higher level in a natural effort to avoid undue over- 
distension. It is stated that over-distension of the lung may 
be a factor resulting in the eventual onset of obstructive 
emphysema, pulmonary hypertension, and cor pulmonale. 
This, however, is also likely to happen in cases that have 
not had surgical therapy. Nevertheless it behoves the surgeon 
to conserve all normal lung tissue and thus minimize the 
tendency to over-distension. 

It can be categorically stated in general that with quite 
extensive bilateral resection, often involving more than 
50°, of the total original lung volume, it is unusual for 
the patient to be significantly more dyspnoeic after surgery 
than he was before. If some relatively minor loss of function 
occurs it is counterbalanced by the relief from the objection- 
able symptoms of the bronchiectasis. 
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Overholt® analyzed the pulmonary function in a series 
of cases after extensive bilateral resection. The methods 
of investigation included routine ventilation studies measur- 
ing oxygen consumption, tidal volume, respiratory minute 
volume, inspiratory capacity, maximum breathing capacity 
etc., and also differential broncho-spirometry and arterial 
blood studies. The findings in many cases revealed levels 
within normal limits. The maximum breathing capacity 
was relatively low in some of his cases, but these low values 
did not correlate with the clinical respiratory reserve. This 
does, perhaps, also indicate that clinical assessment is better 
than functional tests. 


3. That recurrence is frequent. 


This is a very debatable point and opinions are divided 
as to whether new bronchiectasis does develop. In most 
cases the so-called new bronchiectasis is an involved area 
overlooked at the time of operation or an area which was 
undiagnosed because of lack of adequate bronchograms. 


After the removal of considerable areas of the lung there 
must be some spatial adjustment of the remaining portion 
of the lung, together with some bronchial re-arrangement 
as the remaining lobes or segments expand to fill the hemi- 
thorax (Figs. 2a and 2b). This does sometimes result in a 
relatively slight dilatation of the remaining bronchi and is 
particularly noticeable in cases where the superior segment 
of the lower lobe has been conserved. This segment must 
of necessity swing down to occupy the space formerly oc- 
cupied by the basal segments of the lower lobe, and in its 
new position it may suffer from a mechanical disadvantage 
and develop some dilatation of the bronchi. In some cases 
the readjustment of the bronchi causes kinking and ob- 
struction and may result in atelectasis and the development 
of new bronchiectasis. In one interesting case in this series, 
atelectasis of this segment was forestalled by the fortuitous 
discovery and removal at bronchoscopy of a polyp that 
had formed at the line of section of the bronchus to the 
lower lobe; this polyp had a long pedicle and tended to 
plug the bronchus of the adjacent superior segment of the 
lower lobe. After the necessary spatial readjustment, this 
segment of the lung does occasionally cause post-operative 
trouble and, in general, it is only conserved in cases under- 
going bilateral resection, when it is essential to conserve as 
much functioning lung tissue as possible. In unilateral 
disease it is perhaps wiser to resect it by routine. In many 
cases this superior segment of the lower lobe is surprisingly 
large as the result of compensatory distension. By and 
large, the development of symptoms resulting from this 
segment is an infrequent occurrence; in this series of over 
53 cases in which the superior segment was conserved, 
serious sequelae only arose in 3. 

Frequently some symptoms persist after resection, and 
these are attributed by some sceptical physicians to new 
bronchiectasis. It must be remembered that many cases 
have a tendency towards allergic bronchitis, the allergic 
tendency frequently appearing to involve the mucous mem- 
branes of the whole respiratory tract. It is not uncommon 
for these cases to have a persistent infection of the nasal 
sinuses which is resistant to treatment and results in secre- 
tions trickling down into the bronchial tree at night. Such 
patients may still produce some early morning secretion 
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without the condition being in 
their status before operation. 

The after operation of a non-productive 
cough may even be due to habit in some cases. 

Untreated more likely to cause new 
bronchiectasis from the constant bathing of adjacent seg- 


any way comparable to 


persistence 
bronchiectasis is 


ments in secretion, or by pressure on bronchi by the enlarged 


lymph glands resulting from infection. 


4. That 


Resections for bronchiectasis are now routine procedures 
in thoracic surgical clinics and in most series the mortality 
is very low indeed. In the present series there have been 
no deaths. 


operation is dangerous. 


SURGICAL THERAPY (cont.) 


Bronchography 


and 
and 


The first requirement in surgical therapy is a full 
adequate diagnosis. Bronchograms must be available 


Fig. 2 (a). Bronchiectasis of right middle and lower lobe. 
Fig. 2(b). Following resection upper-lobe bronchi have swung 
down to fill the hemi-thorax. 


Fig. 2 (c). Bronchiectasis of lingula and basal segments of 
left lower lobe. 
Fig. 2 (d). P.A. bronchogram following resection, demon- 


strating downward displacement of superior segmental bron- 
chus of lower lobe and of anterior segmental bronchus of 
upper lobe. 
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it is essential that they demonstrate every part of both 
‘ung fields to ensure that a diseased segment is not over- 
looked. In most cases the bronchograms will be performed 
under local anaesthesia, but in children a general anaesthetic 
is usually required to ensure satisfactory films. The advent 
of the short-acting relaxants has rendered the anaesthetic 
technique relatively safe and facilitates the operative pro- 
cedure. 

It is important to maintain an adequate airway throughout 
the procedure. The most suitab'e technique is to insert an 
intratracheal tube through which a small catheter is inserted 
so that the end protrudes beyond the tip of the larger tube. 
Thus the intratracheal tube is at no stage blocked by the 
radio-opaque oil and the anaesthetist is able to aerate the 
patient adequately. 

I prefer the use of iodized oil that has been thickened 
with sulphanilamide in suspension, as first recommended 
by Dormer and Wiles.’ This has the advantage that there 
is less dispersal of the oil into the alveoli of the lung. Dio- 
nosil is preferred by some, in aqueous or oily solution. The 
former is far too irritating to employ under local anaesthesia 
and while the latter is much more satisfactory, I personally 
feel that the films are not comparable with those obtainable 
by the use of sulphanilamide-thickened oil. In children, 
and in adults when a general anaesthetic is required, it is 
convenient to combine the bronchogram with a preliminary 
bronchoscopy and to aspirate all the bronchial secretions, 
thus permitting better filling of the bronchial tree. 

To obtain good-quality bronchograms under local anaes- 
thesia, considerable patience is required on the part of the 
operator, but it is not a difficult technique. Adequate anaes- 
thesia of the pharynx, larynx and bronchi is essential. The 
oil can usually be dripped onto the base of the tongue held 
firmly forward to discourage swallowing; the oil then trickles 
down between the cords into the larynx and the subject is 
suitably postured to direct the oil. It is a simple matter to 
introduce a rubber catheter into the anaesthetized larynx 
via the mouth or the nose, and this is perhaps a more reliable 
method of instilling the oil. In my opinion the employment 
of the crico-thyroid route is unnecessary and unwise. 

Bilateral bronchograms may be performed at the same 
sitting. If this is done, it is important to obtain broncho- 
grams of the right side first; the essential films required 
are a lateral film and a postero-anterior film, and if the 
left side has been filled first it is not possible to obtain the 
required right lateral view of the right bronchial tree. The 
most informative view for the left side is a left posterior 
oblique film and therefore it is both feasible and desirable 
to do the left side after the right side has been completed. 
A right posterior oblique film should be obtained to demon- 
strate the condition of the superior segment of the left lower 


lobe. 


Choice of Side for First Operation 

There is no fixed rule in choosing the side for the first 
operation. In general I prefer to operate upon the more 
involved side and thus obtain the maximal improvement 
as soon as possible. In most cases this involves operating 
upon the left side first. However, in many cases one will 
find the disease on the left side associated with a simple 
right middle-lobe bronchiectasis and atelectasis. This 
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localized disease is often a greater source of secretion than 
js the disease on 
repeated infective episodes. In this type of case maximal 
improvement may be obtained by resecting the right middle 
lobe first. 

Another fact to be considered is that during the second 
operation the anaesthetist may have to maintain the patient 
on the few segments remaining in the contra-lateral lung. 
This is probably merely a theoretical objection since usually 
only non-functioning segments have been removed. At 
times we have considered it would be for the 
anaesthetist to partially inflate and utilize the lung that 
was being operated upon, with natural inconvenience to 
the surgeon. However in practice this inconvenience has 
never had to be tolerated and adequate aeration has been 
possible with the very few normal segments on the contra- 
lateral side. 


necessary 


In the majority of cases it will be more logical to do the 
worse side first; frequently this will suffice and then a second 
operation will not be required. 


Pre-operative Preparation 

The pre-operative preparation of these patients is im- 
portant. They should be hospitalized at least a week before 
the operation. Naturally, a full clinical investigation and 
all the necessary pathological investigations must be done. 
It is always worth while seeking for any evidence of amyloid 
disease in the patient with long-standing disease and foetor. 

While awaiting surgery they should continue with postural 
drainage at home and they should be adequately instructed 
in the correct postural drainage techniques required. Con- 
scientious postural drainage, together with appropriate 
antibiotic therapy, will frequently assist in diminishing the 
quantity of the secretion. Instruction in breathing exercises 
by a trained physiotherapist is absolutely essential and 
many cases with apparently poor lung function can be vastly 
improved by these measures. The organisms in the sputum 
are investigated and their sensitivities to the various anti- 
biotics determined and a course of the most suitable anti- 
biotic started several days before the operation. The con- 
dition of the sinuses and tonsils will have been assessed 
at an earlier stage and any gross disease will have been 
It is our policy always to wash out the antra 
a day or two before surgery and again after the operation. 
After the completed resection there will be less tendency 
for antral disease to recur; the primary source of infection 
has been removed and purulent sputum wil! no longer 
spray into the sinuses with each cough. The blood grouping 
is determined and suitably compatible blood is obtained. 


corrected. 


Considerable attention to detail in all aspects of the 
surgical management of these cases is obligatory. It is 
vital that this type of surgery be handled in 
where the resident medical and nursing staff are fully con- 
versant with all the aspects of the pre-operative and post- 
operative treatment. 


institutions 


The Operation 


Certain problems associated with the actual surgery of 


bilateral bronchiectasis are worth mentioning. These people 
are frequently in rather poor condition and the respiratory 


VIR 


the left, and it is frequently the site of 


GENEESKUNDE 37 


reserve and pulmonary function have been frequently con- 
siderably reduced by the loss of the involved areas of the 
lung. Many show the effects of chronic toxemia and may 
be in very poor condition. 

The anaesthetist is frequently handicapped by the pro- 
fuseness of the bronchial secretions and may experience 
difficulty in obtaining adequate aeration of the patient. 
It is advisable to perform a preliminary bronchoscopy and 
to aspirate the bronchial tree as thoroughly as possible. 
Despite this precaution, however, the bronchial 
usually re-accumulate in the bronchial tree once the lung 
is handled, and secretion in the more peripheral bronchi 
and diseased areas is expressed into the larger bronchi. 
At the time of division of the bronchus I usually insert a 
suction tube and aspirate as much bronchial secretion as 
possible, thus assisting the anaesthetist in his difficult and 
often trying task. 

I prefer to employ the face-down position for all pul- 
monary work and in this type of case with profuse bronchial 
secretions it is almost essential. The patient lies prone 
with the head slightly lower than the feet and all secretions 
tend to drain automatically into the trachea, where they 
can be aspirated and removed by the anaesthetist. In the 
commonly employed lateral position the underlying lung is 
at a grave disadvantage, for all the secretions from the 
operated lung tend to gravitate and spill over into its bronchial 
tree. If the secretion is profuse then a bronchus blocker, 
with all its attendant difficulties, must be employed. A 
further disadvantage of the lateral position is that the weight 
of the mediastinum rests on the underlying lung and thus 
hinders its functioning. In the face-down or prone position 
the mediastinum remains central and the opposite lung 
is able to function more adequately. 

At operation it is essential to remove all the segments 
involved, if possible without imperilling the blood supply 
of the segments which are to remain. 

The bronchi to be removed should be sectioned as close 
as possible to the parent trunk to avoid leaving any blind 
pockets in which may accumulate. Involved 
segments usually separate quite readily from their neigh- 
bours along the intersegmental plane. It is important to 
ensure that no unsutured intersegmental bronchi are left 
behind, for this may result in a persistent post-operative 
air leak; this may well lead to a complicating pneumothorax 
or empyema and may result in incomplete expansion and 
loss of function. These lungs are frequently emphysematous, 
and a fairly considerable alveolar leak may ensue, but this 
is of no consequence if it is dealt with by adequate water- 
seal drainage. At the completion of the operation a thorough 
bronchial toilette and, if necessary, a bronchoscopic aspira- 
tion should be performed. 

Surgical shock is but rarely encountered after this type 
of surgery if adequate blood replacement has been main- 
tained during the operation and if the surgical manoeuvres 
are gentle and undue traction on the mediastinum has been 
avoided. If post-operative shock does occur, suitable therapy 
must be given. 


secretions 


secretion 


Post-operative Care 

The immediate post-operative objectives are to achieve 
and maintain complete expansion of the remaining portions 
of the lung. The mediastinum will frequently tend to move 
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over to the operated side to compensate to some extent for 
the loss of tissue but it is desirable that this movement of 
the mediastinum be reduced to a minimum. Adequate 
water-seal drainage, combined occasionally with negative 
suction, will allow any air and fluid that may have accum- 
mulated in the pleura to escape. The drainage is usually 
maintained for 2 to 3 days. 

It is essential to keep the bronchial tree free of secretions. 
The patient should be encouraged to cough, but this is 
frequently painful and he is naturally reluctant to indulge 
in free uninhibited coughing. He must be adequately bullied 
and must be assisted by the use of analgesics. There is no 
objection to giving morphia. Aerosolized detergents and 
the intravenous injection of sodium iodide may assist in 
loosening the sputum. 

After surgery the sputum often tends to be thick and 
viscid and very tenacious. This may to some extent be due 
to dehydration. Moreover these patients have a natural 
tendency to bronchitis and tracheitis as the bronchi have 
been constantly bathed in foul secretions. The tracheo- 
bronchitis is aggravated by the inhalation of irritating 
anaesthetic gases and the fact that an indwelling intra- 
tracheal tube has been present. In addition there is a spill- 
over of the secretions from the opposite side, which may 
be very considerable. The patient often has too much pain 
and is too exhausted to adequately expel the tenacious 
secretions of his own accord. In a few cases Overholt has 
explored the possibilities of avoiding the spill-over of secre- 
tions by performing simultaneous bilateral resections at the 
one sitting. This procedure is probably too heroic for most 
surgeons. 

Post-operative bronchoscopic aspiration is usually re- 
quired and can be quite simply performed under local 
anaesthesia. With the bronchoscope in position it is possible 
and advisable for the patient to cooperate by coughing and 
thus expelling secretions from the more distal smaller bronchi. 
Post-operative bronchoscopic aspirations are usually well 
tolerated even in small children. Nasal suction may some- 
times be of value and is worth trying before bronchoscopy 
is performed. It is frequently found that if the tongue is 
held forward a small catheter introduced into the nostrils 
can be passed down the larynx and trachea into the bronchi. 
Even if this technique is unsuccessful, its attempted per- 
formance is frequently valuable by causing paroxysms of 
free coughing. Post-operative physiotherapy is continued 
and postural drainage will often assist in the expectoration 
of plugs of secretion. These cases are encouraged to be 
ambulant as soon as possible. 


Post-operative Complications 

Post-operative empyema is rarely encountered. Oc- 
casionally a peribronchial abscess develops around the 
sutured bronchial stump; this is not surprising, for some 
contamination at this site is difficult to avoid. The peri- 
bronchial abscess usually drains spontaneously into the 
bronchus but may rarely involve the general pleural cavity. 
The abscess is usually spontaneously obliterated by the 
expansion of the surrounding lung tissue. Occasionally 
granulations form in the bronchus at the line of suture 
and may result in a late small haemoptysis. A loosened 
stitch may need bronchoscopic removal and the granulations 
may require cauterization. 
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The occasional development of a tuberculous lesion after 
lobectomy for bronchiectasis has been reported.* This is 
probably purely coincidental. No such complication has 
occurred in this series. 


PRESENTATION OF SERIES 


This series comprises 50 consecutive European cases of 
bilateral bronchiectasis treated surgically during the 5 years 
1952-56. The majority of these cases have been treated in 
the thoracic surgical wards of Wentworth Hospital, Durban. 
Non-European cases are not included because of the diffi- 
culty in obtaining an adequate follow-up. 

The series is confined to cases of bilateral bronchiectasis 
in whom at least one operation has been performed. Cases 
in whom the symptoms did not warrant surgery have been 
excluded, as have cases not considered suitable for or re- 
fusing surgery. Patients with unilateral disease and mild 
dilatation of some of the bronchi on the opposite side were 
not regarded as cases of bilateral bronchiectasis; the series 
is confined to cases in whom the bronchiectasis on each 
side has been extensive enough to have required or warranted 
bilateral surgical resection, even though surgery on the 
second side has not always been later indicated or necessary. 

The analysis and results in this series have been largely 
based on clinical assessment and appraisal. Complicated 
pulmonary function tests have not been employed, mainly 
because we have little faith in their practical value and we 
have considered that a clinical appreciation before and 
after surgery gives a more reliable and less controversial 
measurement of pulmonary function. This relatively small 
series is obviously not of great statistical value and is pre- 
sented mainly to illustrate the type of cases presenting for 
surgery, the results of such therapy, and the almost negligible 
risk involved. No large series of cases of bilateral bronchiec- 
tasis has been reported. 

Of the 50 cases, 30 have undergone bilateral surgery; 
20 have only had one side operated upon. The reasons for 
not operating upon the second side are considered Jater. 
The principal factor in deferring further surgery has been 
the paucity of symptoms after the first operation. The 
decision to undertake bilateral surgery has usually been 
made at the original assessment, but all cases are reviewed 
before the second operation is undertaken. 

These cases comprise 83 operations; this includes 3 cases 
in whom an additional resection of one segment has had 
to be performed later. 

The period of post-operative observation is too short 
to permit of any valid statistical conclusions being drawn 


(Table I. In practice it has been found that the degree of 
TABLE I. LENGTH OF POST-OPERATIVE OBSERVATION (BILATERAL 

RESECTION) 

4 years or more 5 

3 years 12 

2 years 4 

1-1} years 5 

6-12 months .. 4 


improvement can be fairly accurately estimated 6 months 
after completion of the bilateral surgical programme. At 
this time the majority of patients have become stabilized. 
The bronchitis resulting from the foul secretions has had an 
opportunity to subside, and in many cases the disease of 
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the sinuses has been treated and shown improvement; 
moreover it is possible to determine that no atelectatic 
segments remain and that no complications have ensued. 
In short, if the case is likely to prove disappointing it can 
usually be determined at this time. 

The 17 cases that have been observed for at least 3 years 
after bilateral surgical resection have all confirmed the 
tentative assessment made 6 months after surgery. 

Sex. Of the 30 cases who have had bilateral surgery 
performed, 19 are female and 11 male. Of the remaining 
20 cases, 13 are female and 7 male. 

Age. The majority of the cases have been between 10 and 
40 years of age (Table II). Five children under the age of 10 


TABLE II. AGE INCIDENCE 

Age Bilateral Unilateral 
Under 10 a ea ‘ra ws 5 2 
10-19 .. 7 i - ee ne 11 3 
20-29 .. 8 8 
30-39 .. 5 3 
40 and over l 4 


have had bilateral surgery; 2 were only 24 years old at the 
time of surgery. Operation on one side only has been per- 
formed in 2 other children under 10. Only one patient 
over 40 has had completed bilateral surgery; he was 48 
years of age. Four in this age group have had the one opera- 
tion, the eldest being 55. 

In 41 operations in the bilateral group and in 12 in the 
unilateral group, the superior segment of the lower lobe was 
conserved. In 6 operations this segment was removed 
together with the basal segment of the lower lobe; in 4 cases 
because it was the site of obvious disease and in 2 instances 
becaused it failed to expand adequately after completion 
of the resection of the basal segments and it was considered 
advisable to remove it immediately. In 2 cases this segment 
required later removal at a separate operation and in one 
case more removal will probably prove necessary. 


One case of the Kartagener complex with bilateral bron- 


chiectasis has been seen but has refused surgery. 


Bilateral Resections—Segmental Distribution 

Table III indicates the number of segments removed in 
the bilateral cases. In three-quarters of these patients, 11! 
12 or 13 segments were removed, out of a total of 19 seg- 


ments. Fig. 3 indicates the full details of the segments 
TABLE Ill. NUMBER OF SEGMENTS RESECTED. BILATERAL RESECTIONS 
Segments Cases 
aaa aca ia a wi a 
| Sa va = es 15 
9.. 1 
7 5 
ue 1 


removed. Most cases have had symptoms for many years, 
chiefly cough, sputum and episodes of infection. It has been 
found impossible to accurately estimate the quantity of 
sputum but this has varied from 1 to 4 oz. per day to the 
almost incredible amount of more than a pint in one indi- 
vidual. The average has been 1-2 oz. Haemoptysis on one 
or several occasions has been noted in several patients; 
this has been insignificant in amount in most cases and it 
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has not been possible to compile a complete record of this 
incidence. In only 2 cases was haemoptysis of significant 
quantity and the main symptom. 

The time intervening between the two operations has on 
the average been 4 to 6 months. In 4 cases the interval has 
been more than a year; in one it was only 24 months. 


End Results. 

The following factors have been considered in attempting 
to assess the degree of improvement: Persistence of cough 
and amount of sputum, degree of dyspnoea, general well- 
being, loss or gain of weight, and the incidence of infective 
episodes and haemoptyses. 

In 8 of the 30 cases bilateral bronchograms have been 
performed since the completion of surgery; in 12 others 
post-operative bronchograms have been performed on one 
side only. In no instance was the patient embarrassed by 
the performance of post-operative bronchograms. 

I have divided the cases into 3 groups in determining 
the degree of benefit following surgery. This classification 
is, of necessity, artificial: 

Group A, cases that have shown maximal improvement 
and can be considered to be almost normal individuals. 
They have either less effort dyspnoea than previously or 
their effort tolerance has not been appreciably reduced 
below the pre-operative level. They are not conscious of 
any undue effort dyspnoea apart from that associated with 
particularly strenuous exercise. The amount of sputum 
produced is almost negligible. This group of patients are 
well satisfied with the operative procedures, have no regrets, 
and consider themselves cured. In this group there are 16 
cases, approximately 53°. Several indulge in strenuous 
sporting activities, and one patient is playing rugby. Two 
cases included in this group have been lost sight of; they 
were last seen one year and 18 months respectively following 
surgery; at that time they were completely asymptomatic. 
Two cases have since had an uneventful pregnancy. In- 
cluded in group A are two children aged 24 to 3 years at 
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the time of surgery. In them the period of follow-up is 
18 months and 24 years. A child aged 6 in this group has 
been observed for 3 years. 

Group B, consisting of patients with normal exercise 
tolerance, or at the most some slight reduction, particularly 
noticeable on fairly strenuous effort. In several cases 
their effort tolerance is greater than it was before surgery. 
This group differs from group A in still producing up to 
} oz. sputum daily; this is very much less than it was before 
surgery but it is more than would be anticipated in the 
normal person. There is no more than the normal incidence 
of intercurrent infection. Apart from still producing a certain 
amount of sputum they are relatively normal. There are 
10 cases included in this group. Several of these patients 
have persistent sinus infection, which has either not re- 
sponded to treatment or has not been persevered with. 
The sputum might well arise from this source. In 8 of these 
cases at least one post-operative bronchogram has _ been 
performed; 3 show some mild bronchial dilatation in the 
segments that have had to adjust most, viz. the superior 
segment of the lower lobe or the anterior segment of the 
upper lobe. Two children of 7 and 9 appear in this group; 
one case was aged 48. The distribution of the resected 
segments is basically the same as in group A. All cases in 
this group are well satisfied with the operative procedures. 
Several might almost be promoted to group A. 

Group C comprising 4 cases in whom the degree of im- 
provement must be qualified. They have all shown marked 
improvement but cannot be considered as satisfactory as 
the cases in groups A and B. The segmental distribution 
in each of these 4 cases was almost identical; they have 
each had a resection of the basal segments of both lower 
lobes together with resection of the lingula and the right 
middle lobe. In all 4 cases several post-operative broncho- 
grams have been performed without causing them any 


distress. Following are short reports of these cases: 


Miss N., age 23. Bilateral resection 1952. 


Had been producing 2-3 oz. of sputum daily. Had several 
small haemoptyses several months following completed surgical 
programme. It was then discovered that a bronchiectatic anterior 
segment of the right upper lobe, which had been demonstrated 
on the pre-operative bronchograms had unfortunately not been 
removed. She is now completely symptom-free but is unable 
to undertake more than routine activities. Post-operative physio- 
therapy was not persevered with despite our encouragement. 
X-ray of chest reveals satisfactory inflation of both lungs. 


Vrs. Ly d i 


Had been producing 3-4 oz. of sputum daily with repeated episodes 
of infection. Superior segment of right lower lobe became atelec- 
tatic and required removal. She is well and working and is on an 
extended trip overseas. She still produces about 3-1 oz. of sputum 
a day but has not had any infective episodes for the past year. 
X-ray of the chest reveals satisfactory inflation of both lungs: 
post-operative bronchograms reveal no new bronchiectasis. She 
has a persistent sinus infection and some degree of allergic tracheo- 
bronchitis. She has recently had a partial thyroidectomy per- 
formed. 


Bilateral resection 1953 


Miss A. 


Had been producing 4-6 oz. of sputum daily together with 
repeated episodes of infection. Superior segment of left lower 
lobe became atelectatic and required later removal. Ske is well 
and working but still produces $-1 oz. of sputum a day; she is 
unable to play games. X-ray of chest reveals satisfactory inflation 
of both lungs and post-operative bronchograms reveal no evidence 


Bilateral segmental resection 1954, 
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of new bronchiectasis. 
improvement. 


She is very satisfied with her degree of 


Mrs. D. Bilateral resection 1955. 

She was one of the wettest cases of bronchiectasis I have ever 
seen and was producing 6-8 oz. of sputum daily. She had a history 
of repeated inflammatory episodes and was cyanosed even at 
rest. The superior segment of the left lower lobe became atelec- 
tatic and she has been observed for the past 18 months as this 
segment appears to be re-aerating. However I consider that 
removal of the segment will be necessary as she is still producing 
about | oz. of sputum daily. The remainder of the lung fields 
are well inflated. She is no longer cyanosed and her effort tolerance 
is considerably improved. 


It can be seen that these 4 cases can certainly not be regarded 
as poor results but they have not measured up to the stan- 
dards which have been attained in the remaining cases in 
this series. 


Unilateral Resections 


In 20 cases resection has been performed on one side only. 
Table IV indicates the reasons for not proceeding with the 
contralateral operation. All these cases have shown marked 


TABLE IV. REASONS FOR NOT OPERATING ON SECOND SIDE 
Inadequate symptoms 5 
Unsuitable a 4 
Second operation 1957 3 
Untraced ea re oa 3 
Decision postponed—young children 2 
Patient refused l 
Died es i a - “ l 
Right resection planned plus mitral valvo- 

tomy acts -” aa = - l 
improvement. Apart from one patient who has since died 


as the result of a brain abscess they are all well and demon- 
strate considerable clinical improvement. Table V indicates 
the segments which have been resected in this group. In 
5 cases the improvement following the first operation has 
been so very marked that further surgery has not been 


TABLE V. SEGMENTAL DISTRIBUTION IN OPERATED SIDE IN UNILATERAL 


CASES 

Left basal and lingula in = sia “a in i. 
Left basal and lingula and anterior segment of upper lobe .. i 
Right basal and middle lobe ae ‘ oe as ae l 
Right middle lobe ra wig ~~ - - oe 6 


indicated. These individuals are almost completely asympto- 
matic; this status has been maintained for at least 2 years. 
The distribution of the disease on the opposite side com- 
prises 3 cases with middle lobe disease, one with lingular 
involvement and one case with involvement of the 
segments of the left lower lobe and the lingula. 


basal 


In 3 cases surgery has recently been completed on the 
This second operation consisted of middle 
lobectomy in one and resection of the middle lobe and the 
basal segments of the right lower lobe in 2. The convalescence 
in each case has been uneventful and an excellent result is 
anticipated in each case. 


second side. 


Two cases were in very young children—aged 4 and 6 
years respectively. Marked improvement has resulted and 
the decision regarding further surgery has been postponed. 
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Although they have very few symptoms it is probable that 
further surgical resection will be required later. This will 
necessitate resection of the middle lobe and the basal seg- 
ments of the right lower lobe in one case and the lingula 
and basal segments of the left lower lobe in the other. 

Four cases have not been considered suitable for further 
surgery. Two are over 40 years of age and are very emphy- 
sematous. One woman is an alcoholic; she has demonstrated 
considerable improvement but has returned to her dis- 
solute ways and is not considered a suitable subject for 
further surgery. The other 3 cases demonstrate considerable 
improvement and have frequently requested the second 
operation. They have been disappointed at our refusal. 


One case has since been diagnosed as having mitral stenosis. 
She had a left-side resection 5 years ago and the mitral 
stenosis was only diagnosed 2 years later. Her clinical 
records at the time of the original assessment indicate that 
the cardiovascular system was considered to be normal and 
the X-ray of the chest did not reveal any mitralization of 
the cardiac contour. She has no symptoms referrable to 
her mitral stenosis but I am reluctant to perform a right- 
sided resection until a mitral valvotomy has been performed. 
We are contemplating combining the right-sided resection 
with a mitral valvotomy performed through the right chest. 
One patient has refused the second operation. He demon- 
strated marked improvement following resection of the 
basal segments of the left lower lobe and lingula and I have 
recommended resection of the right middie lobe but he is 
so pleased with his improvement that he has refused. He 
is illiterate; he states that he was so ill as a child that the 
doctor would not allow him to attend school. 


Three cases have not been traced. They all demonstrated 
considerable improvement but we have lost contact with 
them. One patient has since died; he was the grossest case 
of bilateral bronchiectasis I have ever seen. The foetor 
was indescribable and it was necessary to nurse him in the 
open. After a right-sided resection he showed marked 
improvement, but he developed a brain abscess 3 months 
later, from which he died. 


One case has had 2 operations on the one side; lingulec- 
tomy was performed in 1952 and the basal segments of 
the left lower lobe necessitated resection in 1956. The original 
bronchograms were inadequate and misleading. 


COMMENT 


The results obtained in these cases supports the beneficial 
role which surgery plays in the treatment of bilateral bron- 
chiectasis. 

Every one of the 30 cases who have had bilateral surgery 
showed marked improvement; 26 are almost normal indi- 
viduals and the present condition of each of the remaining 4 
is almost unrecognizable as compared to the status before 
surgery. 


The 20 unilaterally treated cases also demonstrate equally 
gratifying results. The 3 that have since had a second opera- 
tion this year are now free of symptoms. Even the 4 cases 
whom we did not consider suitable for a further operation 
have been considerably benefited by the unilateral pro- 
cedure. 
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The one case who has since died also demonstrated almost 
fantastic improvement after his first operation; the foetor 
in his breath had almost disappeared and his presence 
indoors could now be tolerated. He was very fit on dis- 
charge. 

The most outstanding feature noted in the later observa- 
tion of these cases, apart from the marked diminution in 
sputum, has been the gain in weight in nearly every case 
and improvement in general well-being. The children seem 
to show a spurt in growth. In several cases with marked 
clubbing the fingers have become normal. 

The degree of improvement in all these cases is even 
more remarkable when contrasted with the extremely poor 
and pitiable condition of many of them before surgery. 


SUMMARY 


The rationale of the surgical treatment of bilateral bron- 
chiectasis by means of multiple segmental resection of 
the diseased segments is discussed. 


The pathogenesis of the disease is discussed and it is 
pointed out that the segments involved are usually the 
anterior ones. This suggests that inhalation of foreign 
material, which is a frequent cause of lung abscess, does 
not appear to be an important factor in the pathogenesis 
of bronchiectasis. Bronchiectasis probably develops from 
obstruction of the smaller bronchi, either by thick secretion 
blocking the lumen or from the external pressure of glands 
during an episode of bronchopneumonia; this is frequently 
associated with pertussis or measles or with a primary 
tuberculous complex. The possible role of concomitant 
infection of the nasal sinuses is discussed and the view is 
expressed that the disease of the sinuses is probably secondary 
to the disease of the bronchi. A congenital weakness of the 
bronchi may be a predisposing factor. 


The commonest criticisms of surgical therapy are dis- 
cussed. The argument that conservative therapy is adequate 
is not acceptable; any improvement resulting from this type 
of therapy is purely temporary and palliative. 

The principles of surgical therapy, particularly the indica- 
tions and selection of patients for operation, the pre- and 
post-operative treatment and some details of the actual 
surgery are discussed. The view is expressed that children 
withstand surgical resection very satisfactorily and that 
it is not necessary to wait if the symptoms indicate that 
surgery is worth while. Two children were 24 years of age 
at the time of operation. The important role of physio- 
therapy is stressed. 


This paper is illustrated by a series of 50 consecutive 
personally treated cases of bilateral bronchiectasis without 
operative mortality; 30 have had bilateral segmental re- 
sections and 20 have had surgery on the one side only. 
Of the 30 cases undergoing bilateral surgery the results in 16 
are considered excellent, 10 are considered very satisfactory 
and in only 4 must the assessment of the degree of improve- 
ment be qualified. Even these latter 4 cases consider that 
they have been markedly improved and no case has been 
converted into a respiratory cripple. 

There have been various reasons for not undertaking a 
second operation in the series of 20 patients. The most 





42 S.A. MEDICAL JOURNAL 


common cause has been because of the degree of improve- 
ment resulting following the first operation. Several cases 
have since had the second operation in 1957. 


I should like to express my appreciation of the untiring efforts 
of the resident medical and nursing staff and of the physiotherapy 
staff of the Wentworth Hospital, and my admiration of the con- 
tribution of the anaesthetists in their difficult and often trying 
task. Finally I should like to express my admiration of the patients 
for being so cooperative and patient in what is frequently a rather 
prolonged series of investigations and treatment. 


11 January 1958 
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HUMAN DISEASE FROM COMMON WORMS OF DOGS AND CATS* 
PAUL C. BEAVER, PH.D. 


Professor of Parasitology, Tulane University of Louisiana, New Orleans, La, U.S.A. 


Improvement in sanitation and other aspects of development 
have brought about a gradual decrease in the common 
parasites transferred directly from man to man. At a some- 
what slower pace there has been a similar slackening in the 
transfer of some of the parasitic infections acquired through 
contact with animals. On the other hand, certain worm 
infections such as larva migrans, acquired through direct 
contact with dogs and cats, may possibly be increasing; 
in some parts of the world they are the only remaining 
helminthic infections of any consequence. 


Larva migrans 

Larva migrans is best known in the cutaneous form, 
commonly referred to as ‘creeping eruption’ or ‘sandworm’, 
and long known to be caused by the penetration and migra- 
tion of infective-stage larvae of dog and cat hookworms. 
It is not known how many different species of skin-pene- 
trating nematode larvae may be involved in creeping erup- 
tion. Among the several known species, Ancylostoma 
braziliense, which occurs in both dogs and cats, is probably 
one of the chief offenders, both because of its frequency 
and wide distribution, and because of its tendency to ersistp 
in the skin for long periods. This was first demonstrated by 
American workers in the 1920s and has been confirmed 
by de Meillon et al.‘ and Elsdon-Dew? in South Africa and 
others elsewhere. The disease is too well known to need 
description, but brief comment on two points may be per- 
missible. 

Firstly because, of the different species which may cause 
the characteristic progressive, linear lesions in the skin, 
some may persist only for short periods, and even the most 
persistent ones eventually die or disappear into the deeper 
tissues, creeping eruption is a self-terminating infection. 
Failure to take this feature fully into account has resulted 
in hundreds of ‘successful’ trials of scores of different 
remedies, whereas actually the only known effective treat- 
ment—blistering the affected areas—is one that cannot 
easily be employed when, as is so frequently the case, the 
lesions are widespread or are located on the perineum and 


* A paper presented at the South African Medical Congress, 
Durban, September 1957. 


genitalia. This troublesome aspect of the disease has recently 
been emphasized by experienced clinicians in Jacksonville, 
Florida,* and Durban, South Africa.* 

Loeffler’s syndrome. The other feature which needs 
emphasis and additional study was first observed by Wright 
and Gold.®:* They observed that the appearance of char- 
acteristic skin lesions was frequently followed by symptoms 
characteristic of Loeffler’s syndrome, i.e., transient pul- 
monary infiltrations, with cough and peripheral eosinophilia. 
This suggested that at least some of the larvae penetrated to 
the deeper layers of the skin and reached the lungs as they 
would in their normal hosts. More recently’ larvae in enor- 
mous numbers have been recovered from the sputum after 
the skin-invading stage, and the mature or immature adults 
of dog and cat hookworms on several occasions have been 
recovered from the human intestine. It is then clear that 
the same larvae that first produce creeping eruption of the 
skin may later produce pneumonitis and peripheral eosino- 
philia. Of great interest now is the question whether some 
of the larvae after leaving the skin may remain free for 
long periods in the tissues of the visceral organs and thus 
become involved in the recently recognized type of parasitism 
known as visceral larva migrans. 

Visceral larva migrans was first described only a few 
years ago, having been recognized in a group of small children 
in New Orleans who, though free of recognizable types of 
parasitism, displayed symptoms of harbouring immature 
worms.’ Chief among the indications of parasites in the 
tissues was high, persistent eosinophilia. In approximately 
50 cases subsequently studied by the original authors and 
others, hyper-eosinophilia has in all instances been the 
guiding diagnostic feature. It is worth while to give this 
point some emphasis because, while it is a well-established 
fact that many other types of helminthic infections cause 
eosinophilia in some degree, the coexistence of unsuspected 
visceral larva migrans has undoubtedly caused some con- 
fusion in the interpretation of other infections that were 
simultaneously, subsequently or previously acquired. 

Originally the term visceral larva migrans was applied 
to the type of infection produced by Toxocara canis and 
T. mystax, common ascarids of dogs and cats respectively. 
More recently it was re-defined to include other non-patent 
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{or occult) nematodiases, such as those due to Capillaria 
hepatica, Gnathostoma spp., Dirofilaria spp., and others. 
At the present time, however, larval toxocariasis is of the 
greatest interest. 
Toxocariasis 

Toxocara canis and T. mystax are common in dogs and 
cats throughout the world. Both species are found more 
frequently and in greater numbers in young animals than in 
old, the former being somewhat restricted to puppies and 
to male adults. T. canis is one of the outstanding examples 
of a species in which prenatal infection is a frequent, appar- 
ently natural occurrence—a high proportion of pups even 
in well-managed kennels being already infected when born. 
Except for the feature of prenatal infection, the Toxocara 
species follow much the same life-cycle pattern as the ascarids 
of man and pigs. Heavy-shelled, resistant eggs are produced 
abundantly in the faeces and become mixed with the soil, 
where in the course of 2 weeks or so they develop into an 
infective larva, which remains within the protective shell 
until ingested and carried to the small intestine. Here the 
larvae erupt from the shell and migrate through the intestinal 
wall to the liver and lungs and, via the trachea and oesophagus, 
return to the intestine and grow to maturity in 3 or 4 weeks. 
In mature female dogs and in both sexes of other animals, 
the larvae of T. canis tend to avoid the tracheal migration, 
and instead enter the systemic circulation, where they are 
carried to all parts of the body. However, their behaviour 
in different species of laboratory hosts differs somewhat, 
and it is not possible on this basis to describe their behaviour 
in the human body. It is possible to know on epidemio- 
logical evidence, however, that humans—toddler-age children 
in particular—frequently ingest infective Toxocara eggs in 
contaminated soil and thus acquire these in the same manner, 
and frequently at the same time, as Ascaris and Trichuris 
infections. Indeed, the examination of dooryard soil for 
the presence of Ascaris and Trichuris eggs often reveals 
the eggs of Toxocara and other intestinal parasites of dogs 
and cats. In any locality, therefore, where infected dogs 
and cats occur the soil becomes a potential source of infec- 
tion, and, as is well known from the high incidence of Ascaris 
and Trichuris in many aréas of the world where the use of 
night soil is not a contributing factor, a certain amount of 
soil is in one way or another ingested by children and to a 
lesser extent by adults. Thus the epidemiological set-up 
is the home or neighbourhood in which there are both 
children and household pets. It should, however, be noted 
that, for reasons not yet apparent, Toxocara seems to be 
absent in some localities. 


A majority of the recognized cases of visceral larva mi- 
grans, or larval toxocariasis, have occurred in children 1-4 
years of age, who presented with extreme eosinophilia— 
frequently above 50° of the total leucocytes—conspicuous 
enlargement of the liver, hyperglobulinaemia and variable 
symptoms including intermittent fever, cough, loss of appe- 
tite, irritability, poor weight gain, and muscle or joint pains. 
In a number of instances parents have complained merely 
that their children have been for some time ‘not well’.® 


Pathology 


Biopsy of the liver and necropsy studies have demon- 
strated that a large percentage of the larvae in children are 
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located in the liver, and the enlargement of this organ is a 
result of multiple focal and linear eosinophilic granulomatous 
lesions scattered throughout that organ. They tend to be 
somewhat more numerous near the surface, where they are 
readily visible as grayish or pale areas 2-4 mm. in diameter. 
A narrow zone of hyperaemia may be noted at the margins. 
Larvae in or near similar lesions have been observed in 
nearly all organs of the body. At autopsy multitudes of 
larvae have been found in the brain, and in one instance 
a Toxocara larva was a chance finding in the brain of a 
child whose death was due to an apparently unrelated 
cause. A study of lesions in 54 eyes of children removed 
because of suspected retinoblastoma revealed nematode 
larvae in 24 of them,’® and in several instances the larvae 
could be identified as Toxocara."" A similar case of Toxo- 
cara larva in the eye of a child was recently observed in 
California. 

In tissue sections 3 general types of pathological picture 
have been described. As the result of active migration, 
especially in the early phases of infection, linear granulo- 
mata are produced and, as in creeping eruption of the skin, 
the area of tissue damage is relatively extensive in relation 
to the number of larvae responsible. Later, and in some 
tissues more than others, the predominant lesion is a fibrous 
capsule around one or more living larvae. The third type 
of reaction is a generalized hyperergia which in one recorded 
instance resulted in death. 


The histopathological picture in the early phase consists 
chiefly of granulomata in various stages of progression and 
regression formed in the wake of moving larvae. In the 
immediate vicinity of the larva itself there may be little 
or no evidence of alteration of the tissues. In all stages 
up to complete encapsulation the cellular infiltration is 
conspicuously eosinophilic, although initially there may be a 
predominance of lymphocytes and neutrophils. Within 
the granulomata in both the migration paths and encapsula- 
tions, epithelioid and giant cells of the foreign-body type 
are frequently conspicuous features. There appears to be a 
somewhat greater reaction in the vicinity of the small blood 
vessels than elsewhere, and perivascular infiltration is often 
seen without any apparent relation to primary lesions. 
Associated with massive accumulations of eosinophils 
there are often an abundance of Charcot-Leyden crystals, 
especially in the early phases of capsule formation. 


Apart from the number of larvae present in the tissue and 
the frequency of superinfection, a factor which apparently 
contributes importantly to the larva migrans syndrome is 
hypersensitivity which, in an extreme case reported by 
Brill et a/.,’* resulted in extensive inflammation and de- 
generation of the striated muscles in the diaphragm and 
elsewhere, although apparently very few larvae were involved. 


Diagnosis 


The diagnosis of visceral larva migrans can usually be 
established on clinical grounds. Physical findings and 
symptoms mentioned above, along with extreme and sus- 
tained eosinophilia combined with a history of contact with 
dogs and cats, give strong presumptive evidence of larval 
Toxocara infection. A history of pica or geophagia will 
oftentimes provide the most convincing evidence. In the 
first several cases studied, diagnosis was based on finding 
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the larvae in biopsies of the liver taken by laparotomy. 
Punch biopsy of the liver has on one occasion demonstrated 
the typical lesions and the causative larva. At present, 
however, biopsy is used only in extreme cases where there 
is suspicion of eosinophilic leukaemia or neoplastic lesions 
in the eye or central nervous system. Sero-diagnostic tests 
are under experiment in a number of laboratories but have 
not yet reached the stage of helpful routine use. 


In most instances the demonstration of a nematode 
larva in the tissues is a difficult procedure in that it requires 
long, tedious and somewhat expert search of many sections 
mounted serially, or special involved techniques of isolating 
the larvae from tissues by digestion or in squash preparations. 
Of even greater difficulty is the specific 
the larva after it has been found. Having in mind the possi- 
bility of encountering larvae of several of the species normally 
found in human Nichols'* initiated comparative 
studies of the species of nematode larvae most likely to 
occur in human His work has provided criteria 
for distinguishing one from the other among the genera 
Toxocara, Ascaris, Necator, Ancylostoma and Strongy- 
loides. Additional studies it is hoped may discover reliable 
diagnostic characters for the different species. 


tissues, 


tissues. 


Larva migrans, as the term is generally used, is limited to 
infections involving nematodes that undergo little or no 
growth and development in human tissues. Infections of a 
similar nature but involving the juvenile or even the adult 
stages of species that normally complete their reproductive 
cycle in other animals are infrequently reported. Capillaria 
hepatica, which in nature lives in the liver of rats and other 
rodents, has recently been found in liver biopsies from 
children in America,’* Hawaii'® and South Africa."® As in 
Toxocara, the infective stages of Capillaria develop in soil 
and enter the human body through ingestion. There is 
also a large group of nematodes, the Spirurids, that occasion- 
ally invade human tissues after having been ingested in 
insects or lower vertebrates. In addition, some of the filarial 
worms, transmitted normally to wild and domesticated 
mammals by blood-sucking insects, occasionally undergo 
partial development in man and produce a_ larva migrans 
type of infection."’ 

These observations point to two problems, one having 
to do with diagnosis and interpretation of the usual parasitic 
diseases of man, the other dealing with prevention. As 
stated earlier, the visceral type of larva migrans may last in 
more or less symptomatic form for very long periods and, 
if unrecognized, may confuse the picture of inter- 
current conditions. Trichuris infection, for example, has 
been described as producing high levels of peripheral eosino- 
philia. More recently, however, it has been found that 
despite a pronounced eosinophilia of the exudates in dysen- 
teric stools, eosinophilia of the blood is characteristically 
of a very low order or lacking.'* Another example is the 
striking eosinophilia that developed in individuals 
were given raw liver in the diet for the treatment of per- 
nicious anaemia. It is not yet definitely known that nematode 
larvae ingested with the raw liver were responsible for the 
eosinophilia, but it seems to be the most probable explanation 
in view of experimental evidence and the failure of cooked 
liver, liver extracts or vitamin B12 to produce this puzzling 
reaction. 


easily 


who 
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Prevention 

The marked reduction in parasitic infections and other 
filth-borne diseases brought about by modern sanitary 
measures has amply demonstrated the soundness of the 
general principles on which they are based. The question 
may now be raised whether these or similar measures can 
be made to apply to the prevention of those diseases that 
are transmissible from animals to man. The question is 
especially pertinent as regards household pets whose de- 
faecation habits are sometimes discussed and often resented 
but at the moment are about equally tolerated in com- 
munities of all standards. The frequency of the visceral 
type of larva migrans cannot be precisely determined until 
more suitable diagnostic methods become available. How- 
ever, in localities where pediatricians are aware of it as a 
possible cause of illness, the frequency of established diag- 
nosis of Toxocariasis derived from family or neighbourhood 
pets clearly justifies its classification as an important pediatric 
and public health problem, demanding the attention of 
public health authorities, general practitioners, pediatricians 
and veterinary physicians. No effective treatment for the 
visceral type of larva migrans has yet been found. Pre- 
ventive measures must therefore be relied upon to effect 
whatever control is possible. 


SUMMARY 


Visceral larva migrans is a disease newly added to the long 
list of infections transmissible from dogs and cats to man. 
It is related to cutaneous larva migrans (creeping eruption 
or sandworm infection) in that both are caused by nematode 
larvae that migrate for long periods in human tissues without 
growth or development. The two types of larva migrans 
are further related in that larvae causing the characteristic 
linear lesions of the skin tend later to invade the deeper 
tissues, where similar lesions are produced. Cutaneous 
larva migrans is caused by a variety of skin-penetrating 
nematode species but Ancylostoma braziliense appears to 
be one of the most frequent and most damaging among 
them. Even it, however, generally produces a transient 
condition which is self-terminating and therefore may 
seem to be cured by ineffectual remedies. 

Toxocara canis, @ common cosmopolitan ascarid of dogs, 
is probably the most important species involved in_ the 
visceral type of larva migrans. 7. mystax, the common cat 
ascarid, may also be involved. Infective stages develop in 
contaminated soil. When ingested by humans, usually 
toddler-age children, the larvae hatch in the intestine, migrate 
to the liver, lungs, central nervous system and other organs, 
where they many months, at first producing 
linear eosinophilic granulamatoses, and later becoming 
encapsulated. The severity of the disease depends upon 
the number of larvae, their location in the body, and the 
degree of allergic reaction to them. Many cases and a few 
deaths have been reported in the United States. 
probably is common wherever children have close contact 
with cats or dogs. 


persist for 


The disease 


Extreme peripheral eosinophilia, hepatomegaly, hyper- 
globulinaemia, intermittent low-grade fever, loss of appetite 
and deviations in behaviour are the usual signs, and there 
is often a history of dirt-eating and contact with a young 
dog or cat. Diagnosis, hitherto based on identification of 
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larvae in liver biopsies, can now usually be made on clinical 
grounds. Since no specific treatment is known, control 
depends on effective preventive measures. Less frequently, 
similar non-patent (or occult) visceral infections are pro- 
duced by a number of nematode parasites of other animals, 
some acquired through eating the infective stages in insects 
or other lower animals, others through the bites of blood- 
sucking insects. A common feature of all the visceral types 
of larva-migrans infections is their tendency to be cryptic 
and therefore to be overlooked as a cause of disease. Also, 
their tendency to produce high, sustained eosinophilia often 
leads to confusion in the diagnosis and description of inter- 
current conditions. 

Professor Paul Beaver is at present visiting the Amoebiasis 
Research Unit under the auspices of the Council for Scientific 
and Industrial Research and of Messrs. Parke, Davis & Company. 
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IN A BANTU CHILD 


Morris WITKIN, M.D., F.R.C.P. 


Paediatrician, Germiston Hospital, Germiston 


Marfan’s syndrome is a rare anomaly, especially in the 
Bantu. A case of this condition in a Bantu child is sub- 
mitted. 


Samaria (Figs. 1 and 2) is a Bantu child, 2 years old. She pre- 


sents anomalies met with in arachnodactyly (synonyms: Marfan’s 
syndrome, dolichostenomelia, hyperchondroplasia). She was 
born on 5 May 1955, full time. Pregnancy and labour were normal. 
She was of average birth weight, breast fed 9 months, crawled 
at 6 months, and walked at 13 months. She has been delicate 
since birth. 

Samaria was admitted to the Germiston Hospital on 10 May 
1957 to determine her failure to gain weight, poor appetite, and 
perpetual tiredness. Her features are remarkable. She is tall, 
thin and lanky. Her height is 35 inches (average 32 inches), her 
span 37 inches (average for height 35 inches). Her weight is 
225 Ib. (average 26 Ib.). She has a sad, elderly appearance and 
looks twice her age. Her extremities are long and slender. The 
head is long and narrow (Fig. 4). There is bossing of the frontal 
bones. The facial bones and lower jaw are poorly developed. 
Her lips are thinner than in the average Bantu child. Her nose 
is large, broad and flattened. Her ears are prominent (Fig. 4), 
with deficient cartilage. Her palate is highly arched. She is ment- 
ally retarded. She makes no attempt to speak. Her disposition 
is pleasant and peaceful, and she is happy in the company of 
children. Her walk is slow, awkward, unsteady, with a distinct 
forward bend. She falls easily when walking. She is always 
tired, and is usually found sitting in a sagging, slouched posture 
(Fig. 3). There is diminished subcutaneous fat. Her hand grip 
is feeble. Her hands and feet are remarkably long and narrow 
(Figs. 5 and 6). She has long, tapering fingers and toes, with 
hypermotility. There is ulnar deviation of the hands and valgus 
deformity of the feet. The thoracic cage shows marked asym- 
metry. She is pigeon-chested, with pronounced precordial bulge 
of the left side and flattening of the right. There is dorsal kypho- 
scoliosis. Blood count, blood chemistry, and blood pressure are 
within normal limits. 

Eyes. There is a mild degree of epicanthic folds. The pupils 
are small and contracted and show limited reaction to atropine. 
The irides show a partial ectropion of the pigment border. Irido- 
donesis (tremulous irides) is present, and subluxation of the 
crystalline lenses.2 Despite these defects her eyesight is fairly 
good. 





Figs. | and 2. Author’s case. Girl aged 2 years; looks older. 


Note stance, pigeon chest, tall, slender long extremities. 
Hands and feet long and narrow. Long, thin fingers and toes, 
and valgus deformity of feet. Note peculiar stare. 
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Fig. 3. Note tired look, slouched attitude, flat nose. 


Cardiovascular System Examination revealed morbus cordis 
of the acyanotic variety. The heart sounds are abnormal but 
the congenital anomaly cannot be pin-pointed. The heart is 
displaced and a systolic pulmonary click is heard, suggesting 
some degree of pulmonary dilatation. 





Fig. 4. Profile of head showing dolichocephaly. 


Fig. 5. Note long, narrow hand with spider fingers and ulnar 
deviation. 


Fig. 6. Note long, narrow foot with valgus deformity. 


Radiological study showed a marked scoliosis of the umbar 
and dorsal spine. The mediastinum and heart were displaced 
towards the left side of the chest and the cardiac outline was 
distorted by rotation. The barium swallow was normal. The 
lung fields showed normal broncho-vascular markings. 


DISCUSSION 


Arachnodactyly is a hereditary condition transmitted by 
either sex. It is considered to be due to congenital meso- 
dermal and ectodermal dystrophy suggestive of a genetically 


11 January 1958 


transmissable causal factor, possibly due to a defect in one 
or more chromosomes. It is doubtless determined early in 
embryonic life. It was first described by A. B. Marfan of 
Paris in 1896.4 The basic features of this syndrome are 
fine, elongated, delicate extremities with tapering fingers 
and toes picturesquely named by Marfan as ‘dolichosteno- 
melia’. The name ‘arachnodactyly’ merely suggests a local- 
ized abnormality of hands and feet.® 


The mosaic of this syndrome is inherited in varying 
degrees. Doubtlessly many atypical cases and formes frustes 
escape recognition—‘incomplete’ forms of arachnodactyly. 


The thoracic cage of our little patient is distorted. The 
chest is pigeon-shaped and the trunk shows kypho-scoliosis, 
possibly due to excessive longitudinal growth of the ribs 
resulting in projection of the sternum and twisting of the 
spine. 


It was impossible to investigate heredity and familial 
factors in the case under review. 


There is a definite tendency toward a centrifugal increase 
in the length of all the long bones of the body. Hence the 
extraordinary length of the fingers and toes, so descriptively 
named ‘spider fingers’, ‘spider toes’. 


The Prognosis depends on the cardiac lesion. There is a 
high mortality in childhood with a marked tendency to 
respiratory disease, these patients being highly susceptible 
to intercurrent infection, especially of the lower respiratory 
tract. Samaria contracted measles during her stay in hospital 
in July 1957. She was in extremis and, but for the anti- 
biotic cover, it is doubtful if she would have survived. 


Treatment is symptomatic. 


SUMMARY 


A case is described of a 2-year-old Bantu female with symp- 
toms of arachnodactyly. She is tall, thin and lanky, with 
‘spider hands and feet,” muscular dystrophy, deficient sub- 
cutaneous fat, laxity of ligaments and awkward gait. The 
thoracic cage is distorted and the trunk shows kypho- 
scoliosis. She is mentally retarded. Ocular anomalies are 
present. She has an acyanotic congenital heart. 
The general features of this disease are briefly discussed. 


I am indebted to Dr. P. C. Hauptfleisch, Medical Superintendent 
of Germiston Hospital, for permission to report this case; also 
to Dr. S. Etzine and Dr. B. van Lingen for their expert opinions 
on the eyes and heart respectively. 
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MEDICAL AND DENTAL COUNCIL: OPENING ADDRESS 
S. F. Oosruuizen, M.D., F.R.C.P.E., F.F.R., President 


Dit is vir my ’n groot genoeé dat ek u almal as lede van die Raad 
kan verwelkom, en spesiaal Dr. Bromilow-Downing van die 
Universiteit Kaapstad, die nuwe lid van die Raad. Ons hoop dat 
sy ampstermyn as raadslid baie voordelig sal wees en dat hy self 
ook die werk van die Raad sal geniet. 


Dit is met groot leedwese dat ek melding moet maak van die 
heengaan van Prof. M. v.d. Ende. Hy was ’n toring van sterkte 
vir die Raad en ’n intellektuele kollosus wat sy merk as dokter, 
as navorser en as mens gemaak het. Hy was bedeeld met die aller- 
beste eienskappe van nederigheid en getrouheid, en die spore 
wat hy nagelaat het op ons geskiedenis, sal nooit uitgewis word 
nie. 


Ek wens ook Dr. Bird te bedank vir die wyse waarop hy as 
waarnemende President geageer het tydens my afwesigheid. 


Ek wil ook melding maak van die feit dat ons teleurgestel is oor 
die vertraging met die wetgewing oor Hulpdienste. Verskillende 
Rade het nie daarin geslaag om die Regering oor te haal nie, en 
die tyd sal weldra aanbreek dat ons as Raad ons beleid ten opsigte 
van die saak bespreek en finaliseer . . . 


Members will observe from the list of pending matters that 
many important matters are still the subject of consideration, 
particularly rule 19 (professional appointments), and professional 
secrecy. These matters are of the greatest importance and the 
conclusions ultimately arrived at may affect the professions and 
the public profoundly. There has been considerable criticism in 
various bodies of the restrictive nature of certain provisions of 
rule 19, especially as they affect appointments of a purely temporary 
nature and these must be carefully considered. 


Professional Secrecy 


The continuing demands of various societies concerned in 
providing medical aid or medical benefits to the public for the 
disclosure of the nature of a patient’s illness has necessitated the 
consideration of the ethical rule concerning professional secrecy . . . 
We must never get away from the idea that professional secrecy 
is absolute under all circumstances. In continental Europe, a 
doctor who discloses information obtained after examining a 
patient is liable to imprisonment without a fine. It is true that as 
far as the General Medical Council is concerned, the matter of 
professional secrecy has never been the subject of a complaint, 
but there is other machinery there for dealing with the problem. 
In my opinion, it will be a sorry day for medicine and dentistry 
if the public loses confidence in us from that point of view. 


Public and Professional Interests identical 


This leads me to the main theme of my remarks today, namely, 
that the interests of the public and of the doctors and dentists are 
really the same. If we approach the matter from a general point 
of view we find that the interests of the public are not at variance 
with the interests of the professions. On the occasion of the last 
meeting of the Council I made a plea that the Council should never 
interfere with the rights as citizens of medical and dental practi- 
tioners, and must get away from unnecessary legislation because 
we can never legislate for gentlemen. I will go further and say 
that if one develops this theme, we find that matters which are 
of vital importance to the public, are also of vital importance to 
the professions and this Council which is the custodian of the 
honour of the professions. Examples can be found in every 
sphere of activity of the Council, whether educational or ethical. 
The Council should concentrate on those matters which are of the 
greatest consequence to the public and the professions, viz. medical 
and dental education and ethics. 


Education and Ethics 


In my opinion education is a special responsibility of the Council, 
and one which we must never neglect. Reports will be before 
Council about the whole matter of dental and medical minimum 
Standards and it is my sincere hope that Council will ultimately 


decide to lay down broad principles and leave Universities free to 
work out the best possible curriculum. 


As far as ethical matters are concerned, this Council functions 
as custodian of the honour of the professions and whereas it should 
be very strict and fair, it must never be meddlesome. This is the 
policy I have great faith in. 

The Council is in a special position in this country in that it 
can make a good contribution to progress, the science of medicine, 
and the interests of the public, by attempting to obtain the alliance 
of all interested parties. We have the fullest cooperation of the 
professional Associations, the Universities, the Department of 
Health, and other statutory bodies. I think we must continue to 
exploit the position not by interfering but by obtaining their 
alliance and thereby do much for the country as a whole. By 
functioning alone the Council is deprived of the great wealth of 
experience and the knowledge of others. 

Here again I would like to stress the point that the interests 
of the public and these organisations are identical with those of 
the Council. 


International Medical Cooperation 


The Council should regard its function as a registering body 
very seriously; we should guard the rights of the public and our 
professions. By so doing we shall serve both. By failing we shall 
let both down. Innocent measures regarding registration may have 
serious repercussions for the professions as well as the public. 


In my opinion we do fall short on one point, namely, in our 
relations with other countries. Our doctors and dentists from 
this country have for many years been receiving the hospitality 
of overseas institutions and I do not feel that we get full marks 
for the repayment on that particular debt. We must consider 
ways and means of repaying the hospitality we owe overseas 
countries in having accommodated our doctors through the years. 

I know about Section 74 of our Act but I think we should con- 
sider two-way traffic—postgraduate work and postgraduate 
research work. I am interested in the class of person who can 
come from another University and work with us on some basis 
of recognition. At the moment that cannot be done. We could 
do a lot by making it possible for young people from other coun- 
tries to do internship in South Africa or do research in institutions 
in this country, as is the position in other countries. We must 
repay the hospitality our doctors have received overseas. 

It gives me great pleasure to report that during a recent visit 
overseas, I had the good fortune to be entertained by the General 
Medical Council, and also to meet numerous experts in the field 
of medical statesmanship. The visit of Sir David Campbell to 
South Africa has paid good dividends and we have made a good 
friend of him and an able ambassador. It all makes for satis- 
factory functioning in our relationship with overseas countries. 
During my visit to various countries I have come to a conclusion 
which I feel I should express . . . and that is that we as a Council 
must make quite sure that the general medical practitioner in this 
country becomes more and more entrenched ... That is the opinion 
of medical statesmen all over the world and one we can follow in 
every sphere of our activity. I think we become unduly worried 
about many things that happen over which we have no control 
even in the Council. I think it will be a sad day for the Council 
if there is no difference of opinion. You cannot have growth 
without dissension or difference of opinion. In accepting the fact 
that the interests of the public are the interests of the professions 
and that the Council is the body to harmonize these, I do think 
that the public should appreciate the problems of the professions 
and assist medical education and research. 


General Practice 

The interests of the public and the general practitioner as well 
as the specialist are at stake. It is impossible for the public to be 
served only by specialists, or for that matter by general practi- 
tioners. It is important that the Council should ensure that 
general practice does not disappear from the face of the country; 
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it is equally important that there should be specialists in certain 
branches of medicine and dentistry to provide special treatment. 

I have been astounded to see how much small and relatively 
poor countries, like Finland, pay towards the maintenance of 
hospitals for the care of the sick, and how much money is donated 
in many countries for research and education. South Africa lags 
behind in this. 

But coming back to the general practitioner, it is often said that 
he is not in a position to know as much as a specialist. In my 
opinion, the value to mankind of the philosopher is often more 
important than that of the super-specialist; there are so many 
diseases where diagnosis and treatment are of academic importance 
and where the patient would be better off by having as a friend a 
general practitioner who has grown up with the family in preference 
to one conducting numerous investigations and treatments. In this 


MEETING OF MEDICAL 


The 6-monthly meeting of the South African Medical and Dental 
Council was held in the Bussey Hall, Addington Hospital, Durban, 
on 23-26 September 1957. The President, Prof. S. F. Oosthuizen 
took the chair and 27 members attended. The President’s opening 
address is published at page 47 of this issue of the Journal. 


REGISTRATION 


Visiting Medical Practitioners. The temporary exemption from the 
registration requirements of the Medical, Dental and Pharmacy 
Act in terms of section 74 of the Act was reported and confirmed 
in respect of 24 medical practitioners from the U.K., the U.S.A., 
S. Rhodesia, Canada and Austria who had attended the South 
African Medical Congress in September 1957, one medical prac- 
titioner (from Belgium) who was to carry out postgraduate work 
for 6 months at Baragwanath Hospital, Joh annesburg, under the 
control and direction of the University of the Witwatersrand, 
and one (from London) who during 2 months was to lecture to 
undergraduate and postgraduate students at the University of 
Cape Town. 


Restricted Registration of Medical Practitioners not possessing a 
Qualification registrable in South Africa 

Three applications were approved for restricted registration as 
missionary practitioner for 5 years, two for re-registration for a 
further period of 5 years, and one for amendment of the terms of 
restricted registration granted in October 1955. 

One application was approved for restricted registration for 
5 years to engage on medical research at the South African Institute 
for Medical Research, and one for extension for a further period 
of 5 years of a restricted registration to practise at that Institute. 
Restricted registration for 5 years was granted to a pathologist 
with a German qualification (Heidelberg) while engaged in a full- 
time post (Professor of Pathology) in the University of Stellen- 
bosch (Karl Bremer Hospital, Bellville, Cape). The University 
had advertised this post but had not succeeded in obtaining a 
suitable applicant registered in South Africa. 

One of the 3 restricted registrations granted to missionary 
practitioners was in respect of a post at the McCord Hospital 
(for Natives), Durban. Discussion arose whether it was advisable 
to apply the restricted registration section to missionary doctors 
working in town hospitals such as the McCord, and eventually the 
proposed restricted registration was passed by a large majority. 


Other Registration Matters 


Medical Specialities: 20 applications for the registration of 
medical specialities were approved and 17 were approved condi- 
tionally; 13 were refused. Consideration of 3 applications was 
deferred. In 14 cases, also, the Specialists Committee (Medical) 
reported its action in replying to letters requesting information 
concerning its conditions for registration. 

Medical Auxiliaries. Applications for registration were dealt 
with as follows: Physiotherapist, 2 refused; radiographer, 1 
refused; medical technologist, 3 granted, 2 refused; psychologist, 
1 granted, 4 refused; dietitian, 2 granted; occupational therapist, 
1 refused. 


MEDICAL JOURNAL 


11 January 1958 


age of technology, the arts are losing to the sciences and there 
rests a special burden upon all of us to ensure that the practice of 
medicine does not deteriorate into a physical science. 


Medical manpower is very important. We need general practi- 
tioners, specialists, and also persons to fill the new roles created 
by the progress of science, e.g. in nuclear medicine. There is a 
great shortage all over the world of scientists, including medical 
scientists, and this Council, by actively cooperating with Univer- 
sities and the professions, can play an important part in ensuring 
that emerging problems are properly handled. 

It is my sincere wish that the deliberations . . . of the Council will 
once again be on the high level we are accustomed to. It is the 
intellectual adventure of meetings of this Council which has been 
responsible for the great standing of the Council; not its legal 
powers, but its contribution to the fine things in professional life . . . 


AND DENTAL COUNCIL 


Internships. A number of applications for recognition of intern- 
ships, exemptions and condonation were dealt with. 

Remission of Annual Fee. The applications of 12 medical 
practitioners and 2 dentists to be exempted on account of age 
from payment of the annual fee were granted. 

Removal from Register. The names of 27 medical practitioners, 
9 dentists and | intern were removed from the register at their 
own request. The name of | dentist was removed for failure to 
advise change of address. 


DISCIPLINARY 


Complaints. The Executive Committee had considered 33 com- 
plaints against medical practitioners, | against a dentist, and 
| against a medical student, in which it was decided not to institute 
formal enquiries. Inquest proceedings had been reported in 3 
cases, in which it was decided not to institute enquiries against 
the medical practitioners concerned. The suspension by their 
university of 2 dental students and | medical student was also 
dealt with. 

Fees. Assessors were appointed to deal with a complaint con- 
cerning a medical practitioner’s account (section 80 dis), and the 
reports of assessors were received in 5 cases (4 medical practi- 
tioners and | dentist). 

Enquiry. The report of the Executive Committee was received 
and confirmed concerning a disciplinary enquiry into the action 
of Dr. H.M.M., who was found guilty of improper conduct 
and cautioned, having been convicted and fined £20 in the Magis- 
trate’s Court for driving a motor car while under the influence of 
intoxicating liquor or narcotic drugs. 

Reinstatement refused. The application for reinstatement of 
Dr. F.G., whose name was removed from the medical register 
in March 1956 after an enquiry following conviction on charges 
of procuring abortion, was refused. 


MFDICAL EDUCATION 


Minimal Standards. The Council received a detailed report from 
the Medical and Dental Education Committee submitting draft 
amendment regulations for minimal medical curriculum and 
examinations (chaps. If and III of the regulations for registration, 
etc. of medical students). This draft had been drawn up by a sub- 
committee consisting of Prof. G. A. Elliott and the late Prof. 
M. van den Ende. The Council accepted the general principles 
incorporated in the draft regulations and referred them back to 
the Committee for consideration of the detail and for further 
report and recommendation to the Council. 

College of Physicians and Surgeons of South Africa. Documents 
submitted by the College in December 1956 were before the 
Council. Amongst these documents was a history of the origin 
of the College: this is published on page 50 of the present issue 
of the Journal. The Council resolved to accept the diplomas 
granted by the College as higher qualifications for the purpose of 
the Council’s rules for the registration of specialities. 


Higher Qualifications. The following degrees and diplomas 


were recognized as higher qualifications in terms of the Council's 
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rules for the registration of specialities: Diploma of Anaesthesia 
(D.A.) of the University of Sydney; Master of Surgery (M.S.) 
and Ph.D. (Surgery) of the University of Minnesota; and the 
degrees M.Med. (Chir.), M.Med. (Int.), M.Med. (O.&G.), 
M.Med. (Paed.), M.Med. (Anaes.) and M.D. of the University of 
Stellenbosch. 


Recognized Hospital Departments. The question of the creation 
of a further category of hospital, at which 1 year’s service in an 
acceptable capacity should be accepted as equivalent to 1 year’s 
experience in a teaching hospital for the purpose of the rules 
relating to the registration of specialities, was held over pending 
the receipt of the report of the ad hoc committee on the registration 
of specialities. 

The following departments were accepted as equivalent to 
teaching hospitals for the purpose of the present rules relating 
to the registration of specialities (in some cases conditionally): 
Dept. of Obstetrics and Gynaecology, Dulwich Hospital, London; 
Dept. of Obstetrics and Gynaecology, Withington Hospital, 
Manchester; New York Medical College, Flower and Fifth 
Avenue Hospitals and the Metropolitan Hospital, City of New 
York; Dept. of Paediatrics, King Edward VIII Hospital and 
Addington Hospital, Durban; Dept. of Anaesthetics, King 
Edward VIII Hospital, Durban; Dept. of Orthopaedics, Edendale 
non-European Hospital, Pietermaritzburg. 


VARIOUS MATTERS 


Injections by Lay Persons. In amplification of the Council's 
resolution of March 1957* that the giving and reading of intra- 
dermal injections was a medical procedure and should be done 
only by a medical practitioner or under his authority and control, 
it was resolved to reply in the affirmative to an enquiry from the 
Secretary of Health whether his department might make use of 
persons other than medical practitioners in its immunizing cam- 
paigns, provided that this was done under the authority and 
control of a medical practitioner, and that this would not neces- 
sarily require the immediate presence of the practitioner at the 
time the injection was given. It was also resolved to add to the 
reply that the Council could not be responsible for any untoward 
effects which might result. 


Sterilization. An enquiry from a doctor was reported con- 
cerning a request he had received from a woman aged 30 now 
pregnant with her third baby (and from her husband) for steri- 
lization after this confinement. It was stated that the 3 children 
would throw an economic strain on the family, that relations 
between husband and wife were strained as regards this matter, 
and that further pregnancies would result in psychological trauma. 
Otherwise there was no medical indication for sterilization. It 
was decided to reply that the Council was not prepared to comment 
on the legal implications, but to state that, although the Council 
had no ethical rule on voluntary sterilization, in the circumstances 
of this particular case as set out in the doctor’s letter of enquiry, 


the suggested sterilization would be ‘contrary to the traditions of 


the practice of medicine’. 

Fees for Team-work. Following upon a request received from a 
sub-group of the Association of Physicians of South Africa for a 
ruling concerning the rendering of accounts for procedures requir- 
ing team-work by specialist physicians, specialist surgeons and 
radiologists (with special reference to cardiac surgery involving 

cardiac catheterizations, electrocardiograms and pressure readings 
at operations) a meeting of an ad hoc committee of the Council 
had been held, at which representatives of the Medical Association 
of South Africa attended. The Medical Association had subse- 
quently submitted the following recommendation: ‘Where a 
procedure involves medical services by more than one medical 
practitioner, the patient is entitled to know in advance what 
services are to be rendered by each, and what the charges will be 
for the services of each doctor’. On consideration of this matter 
the Council concurred in this recommendation, and added that 
‘In the opinion of the Council, if the patient knew in advance 
what were the services to be rendered by each, and what the charges 
would be for the services of each doctor, it would not be unethical 


* Report (1957): S. Afr. Med. J., 31, 315. 
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for one member of the team to submit an account detailing the 
amounts payable to each practitioner and to reimburse the other 
members of the team subsequently’. 


Directing patients to a particular chemist. On consideration of 
communications on this subject from the Pharmacy Board and 
the Pharmaceutical Society the Council passed the following 
resolution by a majority: “Whereas the Council is not prepared 
to pass an ethical rule, the Council is of opinion that a doctor 
should hand the prescription to the patient or his or her attendant 
without any comment or suggestion as to where it should be dis- 
pensed, unless the patient or his or her attendant specifically 
requests advice from the doctor in this connection.’ 


School Doctors and Dentists. On consideration of an enquiry 
on the subject the Council reaffirmed its previous ruling, viz. 
‘That the appearance of the names of medical practitioners and 
dentists in a school magazine or school prospectus is not per- 
missible under the Council's rules’. 


Confining practice to one branch of Medicine. Certain prac- 
titioners in specialist practice In a country town asked whether it 
is in order for them to refer patients for physiotherapeutic services 
to a certain registered medical practitioner who confines his practice 
to physical medicine but whose speciality has not been registered. 
It was decided to reply to his question in the affirmative. 

Radiographer in charge of Radiologist’s Practice. A debate 
took place on a letter from a radiologist about a decision taken 
by the Council in March 1957* to the effect that a radiologist is 
not permitted ‘to leave his radiographer in charge of his practice 
during his leave, seeing patients, making the requisite examina- 
tions, and continuing deep X-ray therapy already prescribed’. 
This decision was reaffirmed, but in debate a member expressed 
the opinion that, while a radiographer must not be left in charge 
of the practice, there was nothing wrong in the radiographer’s 
taking a plate under the direction of the patient’s doctor and for 
interpretation by the doctor. 

Hypnosis in Medical and Dental Treatment. On consideration of 
an enquiry from a medical practitioner the Council decided to 
reply that ‘the ethical rules of the Council forbid the use of unregis- 
tered persons to induce hypnosis for the purpose of professional 
treatment’. 

Practitioner made available by Convalescent Home. An enquiry 
from the Southern Transvaal Branch of the Medical Association 
was considered, concerning a letter circulated by a convalescent 
home indicating that the fee charged by the home included inter 
alia the services of part-time medical practitioners who would 
assist in treatment. It was decided to reply that ‘any medical 
practitioner who accepts such a part-time appointment . . . may 
lay himself open to a complaint of unethical conduct of which 
the Council may have to take cognizance’. 


Partnership Agreement. Yn connection with an enquiry from a 
firm of solicitors it was decided to inform them that ‘according 
to the law and ethics of the professions no partnership can exist, 
firstly, between a medical practitioner and a person who is not a 
medical practitioner for carrying out the practice of medicine; 
and, secondly, between a specialist and a general practitioner’. 

Artificial Insemination. In answer to an enquiry from a medical 
practitioner it was decided to state that, in the opinion of the 
Council, artificial insemination may not, in itself, be an unethical 
act, and that the legal and religious implications do not fall within 
the purview of the Council. 

Nursing Council. Dr. A. Radford was appointed by the Council 
a member of the South African Nursing Council vice Prof. M. 
van den Ende, deceased. 

Closed Benefit Society Panels. On the motion of Dr. M. Shapiro 
a special ad hoc committee was appointed to consider the question 
of closed-panel appointments of medical or dental practitioners 
to benefit societies in relation to medical ethics, with power to 
take evidence. The following members were appointed: The 
President ex officio, Dr. R. V. Bird, Dr. L. I. B. Braun, Dr. M. 
Shapiro (convener) and Mr. W. H. Rood. 


Next Meeting. It was resolved to hold the next meeting of the 
Council in Cape Town, beginning on Monday 10 March 1958. 


* Report (1957): S. Afr. Med. J., 31, 315. 
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BRIEF HISTORY OF THE COLLEGE OF PHYSICIANS AND[]SURGEONS OF SOUTH AFRICA * 


After the end of World War I, postgraduate students from South 
Africa found it increasingly difficult to obtain overseas training 
leading to postgraduate qualification acceptable to the South 
African Medical and Dental Council for the purpose of the 
Specialist Register. In Britain, the costs and conditions of living 
had altered considerably; appointments to resident and other 
hospital posts were no longer readily obtainable as had been the 
case in pre-war years; and many medical practitioners could not 
contemplate the financial burdens involved in an overseas visit 
for a long enough period for training and qualification. 

The higher qualifications offered by the South African medical 
schools also carried a disadvantage to practitioners who could not 
afford to undertake the year of full-time work which was demanded 
by the universities. 

It was not only the question of the higher qualification for the 
purposes of specialist registration that was of concern, but also 
the matter of postgraduate study, with its climax of a postgraduate 
diploma, for the purpose of improvement and advancement in 
professional skill and competence for those who had no intention 
of becoming ‘specialists’. 


These were the initial stimuli that, in 1947, led the Association 
of Surgeons (a group in the Medical Association of South Africa) 
to consider the formation of a College of Surgeons in South Africa. 
At about the same time the Secretary of the Medical Association 
sought to interest individuals in a similar project, and his interest 
and effort was coordinated with that of the Association of Surgeons. 
All other specialist groups were invited to cooperate in the pro- 
duction of a constitution that would satisfy all demands; and, 
at a combined meeting held at a Congress in Cape Town in Sep- 
tember 1949, the decision to found a combined College was 
reached. 

A month prior to this resolution, Prof. T. B. Davie, principal 
of the University of Cape Town, referred, in an address on Post- 
graduate Medical Education, to the need for a College in South 
Africa. Arising out of his views, the South African Medical and 
Dental Council convened meetings of interested bodies to con- 
sider various aspects of postgraduate qualification. The late 
Mr. L. B. Goldschmidt was one of the Medical Association’s 
representatives at the conferences and he made certain recom- 
mendations to the Federal Council of the Association. 

With these developments, additional advantages likely to accrue 
from the establishment of a College became apparent. Any 
decentralization of training occasioned by the stimulus to acquire 
the diploma of the South African College would necessarily 
lead to improvement in the standard of practice in the centres 


* Submitted to the South African Medical and Dental Council in December 
1956, 


where training was undertaken. Such improvement might readily 
spread to a whole district. The improvement would not only 
involve those who were training but also those who were teaching 
or aspiring to teach. 

The next stage was reached in 1951, when the Federal Council 
of the Medical Association of South Africa appointed a sub- 
committee, under the convenership of Mr. L. B. Goldschmidt. 
‘to establish a College of Physicians and Surgeons of South Africa’. 
The work done up to this time by the Association of Surgeons 
was taken over; and, with legal assistance, a draft constitution was 
drawn up. On this basis, the medical profession was invited to 
subscribe to the principles of the college. 

The sub-committee of the Federal Council completed its work 
in 1954, and in May of that year, an Inaugural Meeting of the 
Founders took place. At this meeting it was clear that Founders 
had given considerable thought to the constitution, and that the 
different drafts and proposals that had been considered and 
re-considered over the previous 8 years had led to the crystal- 
lization of certain principles of personal disinterestedness in so 
far as the obtaining by any Founder of spurious academic status 
from the new College was concerned. The draft submitted to the 
Inaugural Meeting was extensively and radically amended on these 
lines; and a Steering Committee was elected to carry out the 
following: 

1. To arrange for a further invitation to the medical profession 
to subscribe on the basis of the amended constitution and also 
to permit of withdrawal of those who did not accept the alterations. 

2. To register the Memorandum and Articles of Association of 
ee College as a non-profit company. 


To arrange an election, by ballot, of the first Council of the 
College from among its approximately 670 Founders. 

The College was incorporated under the Companies Act by 
the Registrar of Companies on 21 July 1955. 

The election was held; the Steering Committee retired and the 
first Council was installed by Sir Walter Mercer, President of the 
Royal College of Surgeons of Edinburgh, at a special public 
Ceremony held at the University of the Witwatersrand, Johan- 
nesburg, on 8 August, 1956. The first Council of the College 
consists of the following personnel: President, Prof. G. A. Elliott 
(Tvl.); Vice Presidents, Dr. R. Theron (O.F.S.) and Mr. A. G. 
Sweetapple (Natal); Registrar, Mr. T. B. McMurray (Cape); 
Treasurer, Dr. A. H. Tonkin (Cape); Librarian, Mr. A. J. Helfet 
(Cape); Chairman of Examination and Credentials Committee, 
Mr. Wilfred Kark (Tvl.); Council Members, Mr. J. A. Douglas, 
Dr. M. M. Suzman, Mr. W. H. D. Trubshaw, Seymour 
Heymann (Tvl.), Prof. J. F. Brock, Prof. F. Forman and Dr. 
A. W. S. Sichel (Cape), Dr. B. W. Crowhurst Archer (Natal). 


POSTGRADUATE STUDY COURSE: DEDUCTION OF EXPENSES FROM TAXABLE INCOME 


The Commissioner for Inland Revenue has addressed the following 
letter (R.18/343) to the Secretary of the Medical Association of 
South Africa under date 19 December 1957: 


‘INCOME TAX: MEDICAL PRACTITIONERS: DEDUCTION OF EXPENSES 
IN RESPECT OF POSTGRADUATE STUDY COURSES 


“1.0. I set out hereunder particulars of the manner in which it 
is intended that the provisions of paragraph (s) of sub-section (2) 
of section eleven of the Income Tax Act, 1941, should operate and 
be applied in relation to medical practitioners. The undermen- 
tioned acts which are to be performed by your Association through 
its local branches in connection with the operation of the paragraph 
were agreed upon in principle at discussions between represen- 
tatives of your Association and this Department before the para- 
graph was inserted in the Act in its present form by section six 
of the Income Tax Act, 1957 (Act No. 61 of 1957), in substitution 
for the paragraph which was originally introduced into the Act 
by section six of the Income Tax Act, 1956 (Act No. 55 of 1956). 


Paragraph (s) of sub-section (2) of section eleven of the Income 
Tax Act 


‘2.0. The paragraph, which came into operation with effect 
from the year of assessment ended 30 June 1957, provides for the 
deduction in the determination of the taxable income of any 
dentist or medical practitioner of an allowance in the following 
terms— 


‘(s) notwithstanding the provisions of paragraphs (a) and 
(6) of section twelve, so much as the Commissioner may allow 
of any expenditure incurred by any dentist or medical practi- 
tioner in respect of whom the Dental Association of South 
Africa or the Medical Association of South Africa, as the case 
may be, certifies in such form as the Commissioner may pre- 
scribe that he— 


(i) has practised his profession for not less than three years; 
and 


(ii) has incurred such expenditure during the year of assess- 
ment in respect of the attendance by him of any postgraduate 
study course approved by such Association, to improve his 
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qualifications for the carrying on of his profession in the 
Union.’ 


Amount of deduction at discretion of Commissioner 


*3.0. It will be seen from the wording of the paragraph that the 
amount allowed to be deducted is not necessarily the expenditure 
actually incurred by the taxpayer in respect of the attendance by 
him of the post-graduate study course but so much of such expen- 
diture as the Commissioner for Inland Revenue may allow. 


The discretionary power vested in the Commissioner has not 
been made subject to objection and appeal and the Commissioner’s 
decision as to the amount of the deduction to be allowed in any 
case will, therefore, be final and conclusive. In paragraphs 5.0 
to 5.5. an endeavour has been made to indicate roughly the basis 
on which this Department will in the general run of cases deter- 
mine the amount of the deduction. 


Certificates to be issued by Medical Association 


‘4.0. In terms of the law, the deduction can in no circumstances 
be allowed unless, in the case of a medical practitioner, the Medical 
Association of South Africa certifies as to the matters in regard 
to which it is by sub-paragraphs (i) and (ii) of the aforesaid para- 
graph (s) required to certify. 


‘4.1. It is not the intention at present to prescribe a special 
form of certificate and your Association will be free to devise 
its own form of certificate subject to the following conditions: 


(1) Every certificate must be in writing and must be signed 
by the President of the local branch of the Association by which 
the certificate is being issued. 


(2) Every certificate must certify that— 

(a) the taxpayer concerned has practised his profession 
for at least three years; 

(b) the expenditure was incurred by the taxpayer during 
the year of assessment indicated in the certificate; and 

(c) the expenditure was incurred by the taxpayer in respect 
of the attendance by him of a postgraduate study course 
approved by the Association, to improve his qualifications 
for carrying on his profession in the Union. 

(3) Every certificate must disclose— 

(a) the name of the local branch by which it has been issued; 

(6) the full name and address of the medical practitioner 
to whom it relates; 

(c) the nature of the course and the place where it was 
attended; 

(d) the exact period, with commencing and closing dates, 
of the taxpayer’s attendance of the course; 

(e) in the case of an overseas course, in addition to the 
dates required under (d) above, the dates of the taxpayer’s 
departure from and arrival back in the Union; 

(f) the amounts and particulars of expenditure (including 
travelling expenses but excluding living expenses) incurred 
by the taxpayer during the year of assessment in respect of 
the attendance by him of the study course. The expenditure 
must have been incurred in respect of the taxpayer personally 
and not in respect of any other person such as, for example, 
a wife or child; 


(g) particulars of any appointment or post held by the 
taxpayer whilst attending the course and particulars of any 
emoluments or honoraria derived by him; 


(h) whether or not the taxpayer was accompanied by his 
wife and/or children 


2. The certificates will be issued by the local branches of 
your Association to members and non-members alike. A local 
branch will issue certificates only to medical practitioners who, 
in the case of members of the Association, are members of that 
branch or, in the case of non-members, reside within the area of 
jurisdiction of that branch. 
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‘4.3. The understanding is that your Association will satisfy 
itself in every case, either by obtaining written confirmation from 
the person or institution conducting the course or in such other 
manner as the Association may deem adequate, that the taxpayer 
attended the course for the period stated in the certificate and that 
the course complies with the requirements set out in paragraph 
4.1 (2) (c) above. In this connection it should be noted that medical 
congresses are not regarded as postgraduate study courses and 
that paragraph (s) of section 11 (2) of the Act does, therefore, 
not apply to expenditure incurred in respect of the attendance of 
congresses. 


“4.4. It will be appreciated if your Association will take 
steps to ensure that upon the issue of any certificate a copy 
of the certificate will be posted to the departmental Receiver of 
Revenue in the town in which the local branch issuing the certificate 
is situated. 


Basis on which amount of deduction will normally be determined 


*5.0. Generally speaking, the intention is to allow only special 
or extraordinary expenses incurred by a taxpayer in respect of 
the attendance by him of any postgraduate study course and, as 
indicated in paragraph 4.1 (3) (f) above, to exclude moreover 
from the allowance any expenses incurred by the taxpayer in 
respect of his wife and/or family. 

*5.1. A reasonable apportionment will be made of expenditure 
incurred partly in respect of the attendance of the study course 
and partly for other purposes. For example, where it appears 
that the main purpose of an overseas trip was a holiday and that 
the study course was a side-issue, only a portion, if any, of the 
travelling expenses between the Union and the foreign country 
will be allowed as a deduction. It is impossible to lay down hard 
and fast rules to be followed in the apportionment of expenditure 
and each case will be treated on its merits. 


It has been agreed that the amount to be included in the 
eumamien in respect of living expenses will be determined on the 
basis of a flat rate of £5 per day in respect of Great Britain and 
the Continent of Europe and £7 10s. per day in respect of America 
and Canada for the period of the taxpayer’s attendance of the 
course. A similar allowance at the rate of £2 5s. per day will be 
granted where the course was attended in the Union at a centre 
other than that in which the taxpayer ordinarily resides or carries 
on his profession. Depending on the particular circumstances of 
his case, a taxpayer will be allowed to deduct from his income the 
full amount calculated in accordance with the above rates or only 
a portion or no portion at all of such amount. Circumstances 
which can be expected to affect the amount of the deduction in 
respect of living expenses overseas include the following: 

(a) the length of the taxpayer’s stay in the foreign country; 

(b) the holding by the taxpayer of any post or appointment for 
reward in the foreign country; 

(c) the fact that the taxpayer does (or does not) maintain a 
home or support a wife and/or family in the Union while he 
attends the course. 


*5.3. It will not be necessary for any taxpayer to submit with 
his claim for the deduction particulars of his living expenses 
unless he claims that the actual living expenses incurred by him in 
respect of the attendance of the course exceeded an amount 
calculated in accordance with the above rates. 

“5.4. The deduction under section 11 (2) (s) of the Income 
Tax Act is allowable only in respect of the year of assessment during 
which the expenditure in question is incurred and provided the 
taxpayer derives income from Union sources during that year of 
assessment. 


*5.5. The deduction will not be allowed in respect of interest 
payable by a taxpayer on moneys borrowed by him to meet the 
expenses of a post-graduate study course. 


‘5.6. Any examination connected with a postgraduate study 
course is regarded as forming part of that course, and any expen- 
diture incurred by a taxpayer in respect of the attendance by him 
of such an examination will be dealt with in accordance with the 
foregoing principles as expenditure incurred, in respect of the 
attendance of a post-graduate study course. 
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* Graad voorwaardelik toegestaan onderhewig aan voorwaardes 


NEW PREPARATIONS AND APPLIANCES : NUWE 


DIAGNEX BLUI 


(Squibb Azure A Carbacrylic Resin Diagnostic Test) 


Squibb Laboratories (Pty.) Ltd. supply the following informa- 
tion: 

Diagnex Blue is a new and simplified diagnostic agent for the 
determination of the presence or absence of free gastric hydro- 
chloric acid, which is a valuable screening test that may assist 
in the diagnosis of gastric carcinoma, pérnicious anaemia and 
other conditions. This product is a carbacrylic cation-exchange 
resin, in reversible combination with azure A dye! (asymetrical 
dimethylthionine chloride). In the presence of free gastric acid, 
the blue dye of the resin is exchanged for hydrogen ions of the 
acid. The dye that is thus split off is absorbed and promptly 
excreted in the urine, usually imparting to the urine a character- 
istic blue or blue-green colour. If no free acid is present in the 
stomach, the dye remains attached to the resin and does not 
appear in the urine within the prescribed test period. When the 
dye appears in the urine after the test period, it is of no diagnostic 
significance. Oral ingestion of Diagnex Blue followed by visual 
inspection of the urine provides a simple, rapid routine means 
of estimating gastric acid status 


Indications 


With the use of Diagnex Blue, patients with adequate gastric 
acid secretion are promptly revealed. When the test provides 
presumptive evidence of achlorhydria, further studies of the 
patient’s gastric acid status are indicated. The determination 
of gastric acid secretion has been reported as a valuable step in 
the diagnosis of cancer in the stomach, pernicious anaemia and 
gastric polyps. 


Advantages 


1. Ease of use. The rather complicated and expensive equip- 
ment formerly needed (which limited the usefulness of the old 
Diagnex) is eliminated. Any doctor or his technician can make the 


test. Often within minutes after urine samples are obtained, 
the presence of gastric acid can be confirmed by visual com- 
parison of coloured urine with standards 

2. No intubation, with its consequent annoyance and dis- 


comfort to doctor and patient. There is a very high correlation 
of accuracy of results on Diagnex Blue testing as compared with 
intubation analysis. When there is a discrepancy it is not always 
safe to assume that the intubation test is accurate and that Diagnex 
Blue is not, for Segal et a/. have noted that ‘the results of the 
tubeless test may be more accurate than the intubation test in 
1. Editorial (1957): S 


Afr. Med. J., 31, 1241 (7 December). 
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PREPARATE EN TOESTELLE 


determining the presence or absence of free gastric acid because 
the mere act of intubation in some patients produces cessation 
of gastric secretion’. Also the presence or absence of free gastric 
acid may vary from time to time. A careful investigation is, 
of course, in order when tubeless and intubation tests give con- 
flicting results; generally if both are used they will be in agree- 
ment. 

3. Safety. The Diagnex Blue test is safe. No untoward re- 
actions have been reported. The test avoids the possibility of 
physical and psychological trauma inherent in gastric intubation. 
A truly notable feature is that of absence of toxicity or unpleasant 
side-effects. 

4. World-wide research and study. Patients have been studied 
and reported from approximately 29 countries. The results show 
that Diagnex Improved operates successfully in areas with varying 
conditions as to climate, bodily states, and approaches to medicine. 
Administration 

The patient is given the Diagnex Blue unit containing (1) dye- 
resin granules (2) caffeine sodium benzoate tablets for the stimula- 
tion of acid secretion, and (3) labels for urine samples. He is 
requested to comply with simple but explicit instructions in the 
package. Urine samples are returned to the physician or labora- 
tory for completion of the test. For full instructions there is a 
package enclosure. 

There is strong evidence of need for early diagnosis for effective 
treatment of cancer, and while the Diagnex Blue test cannot be 
claimed as a ‘diagnosis of cancer’ in inself it may be very helpful 
to the physician as one of the steps he will take in accumulating 
evidence to arrive at his final diagnosis. It is equally clear that 
there has been a need for a simpler diagnostic procedure than 
the intubation technique for determination of achlorhydria—a 
need now met by Diagnex Blue. The results may throw a good 
deal of light on a patient’s condition. A history of prolonged 
gastric distress raises at once the questions whether the patient 
has teo much gastric acid, or none at all. The treatment and the 
next diagnostic step depend upon the answer—an answer of 
particular importance if the patient is over 40 years of age 

In the past the only way to answer this question was by means 
of gastric intubation and chemical determination of the 
acid in the patient’s stomach. This procedure is both expensive 
and uncomfortable for the patients. Many persons rebel com- 
pletely at the idea of having a tube put into the stomach through 
the mouth or nose. 

Diagnex Blue offers the physician and the patient an answer 
to the question: ‘Does the stomach contain free acid?” This 
answer is obtained by a test which is neither uncomfortable nor 
expensive. Diagnex Blue is not designed to answer the question: 
,How much free acid is present?” 
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Diagnex Blue is available in 2 g. packets containing approxi- 
mately 100 mg. of Azure A dye. With each packet of dye-resin 
are included 2 tablets containing 250 mg. of caffeine sodium 
benzoate per tablet. Full directions for the patient and labels 
for urine samples are also included. Diagnex Blue is supplied in 
units of 5 tests each with an assembled ready-to-use colour com- 
parator. (Not supplied: Standard test tubes, acid reagent.) 

Supplies are available from the distributors of Squibb products, 
Protea Pharmaceuticals Limited, and also from all wholesale 
and retail sources. 

Squibb Laboratories (Pty.) Ltd., Pharmacy House, P.O. Box 
9975, Johannesburg. 


STREPTOTRIAD 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of ‘Strep- 
totriad’ brand tri-sulphonamide streptomycin, and supply the 
following information: 


PASSING EVENTS : 


Mr. M. Arnold, F.R.C.S. (Edin.) has completed his temporary 
appointment as Surgeon at Baragwanath Hospital and has re- 
sumed private practice at 107 Tower Hill, Hillbrow, Johannesburg. 


. . * 
Unie van Suid-Afrika. Departement van Gesondheid. Aangifte 
van ernstige epidemiese siektes en Poliomiélitis in die . Unie 


gedurende die tydperk, 6 Desember tot 12 Desember 1957. 


Poliomiélitis 
Bl Nat. Kl. As. Totaal 
Transvaal 8 5 l - 14 
Kaapprovinsie ; l 2 3 - 6 
Oranje-Vrystaat .. - - - - - 
Natal 2 1 - - 3 
Totaal ck 11 8 4 - 23 
Pes, Pokkies: Geen. 
Tifuskoors: Kaapprovinsie: Tien (10) Naturelle-gevalle, waar- 


van drie (3) noodlottig, in die Glen Grey-distrik. 
. . 7 


Union of South Africa. Department of Health. Notification of 
formidable epidemic diseases and poliomyelitis in the Union during 
the period: 13—19 December, 1957. 


Poliomyelitis 
Eur. Nat. Col. As. Total 
Transvaal .. aa 8 7 1 — 16 
Cape Province ae 3 2 2 — 7 
Orange Free State. . ] —- _- 3 
Natal ne oo — -- — — 
Totals .. a 12 11 3 — 26 
Plague. Smailpox: Nii. 


Typhus Fever. Cape Province: 
Two (2) Native cases in the Glen Grey District. 
precautions taken. 


All necessary 
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‘Streptotriad’ is an association containing 65 mg. of strepto- 
mycin (in the form of the sulphate), and the three sulphonamides 
used in ‘Sulphatriad’, namely, sulphathiazole 100 mg., sulpha- 
diazine 100 mg., and sulphamerazine 65 mg. 


The systemically effective sulphonamides act directly within 
the lumen of the gut and through the blood stream, their ad- 
ministration in a mixture minimizing the risk of crystalluria. 
The highly active antibiotic, streptomycin, acts solely within the 
intestinal lumen after oral administration. ‘Streptotriad’ is in- 
dicated in the treatment of bacillary dysentery, for use both in 
the acute phase and to prevent the patient from becoming a 
carrier. It may also be tried for the treatment of symptomless 
carriers, in which most forms of treatment hitherto used have 
been largely ineffective, and for prophylaxis in those unduly 
exposed to infection. 


‘Streptotriad’ is supplied as uncoated tablets in containers of 
25, 100, and 500. 


IN DIE VERBYGAAN 


Unie van Suid-Afrika. Departement van Gesondheid. Aangifte 
van ernstige epidemiese siektes en poliomiélitis in die Unie ge- 
durende die tydperk 20 tot 24 Desember 1957. 


Poliomiélitis 
Bl. Nat. Kl. As Totaal 
Transvaal 3 2 ~ ~ 5 
Kaapprovinsie 1 3 1 - 5 
Oranje-Vrystaat 1 l - - 2 
Natal 4 ~ * - 4 
Totaal as 9 6 l - 16 
Pes, Pokkies, Tifuskoors: Geen 
* * * 


The College of Physicians, Surgeons and Gynaecologists of South 
Africa. The primary examination for the College of Surgeons 
of South Africa will take place in the University of Cape Town 
on 28 April 1958, followed by the viva voce examinations on 
1 and 2 May 1958. 

The first final examination for the College of Surgeons of 
South Africa will take place on 28 April 1958, followed by the 
viva voce examinations in the University of Cape Town on 1 and 
2 May 1958. 

Application for appropriate forms and copies of the regulations 
should be addressed to the Honorary Registrar, P.O. Box 120, 
Cape Town. 


Die Kollege van Interniste, Chirurge en Ginekoloé van Suid-Afrika. 
Die primére eksamen vir die Kollege van Chirurge van Suid- 
Afrika sal in die Universiteit van Kaapstad op 28 April 1958 
gehou word gevolg deur viva voce eksamens op 1 en 2 Mei 1958. 

Die eerste finale eksamen vir die Kollege van Chirurge van 
Suid-Afrika sal in die Universiteit van Kaapstad + bs April 
1958 gehou word, gevolg deur viva voce eksamens op 1 2 Mei 
1958. 

Aansoeke om betrokke vorms en afskrifte van die regulasies, 
moet gerig word aan die Ere-registrateur, Posbus 120, Kaapstad. 


REVIEWS OF BOOKS : BOEKRESENSIES 


OBESITY 


Classification, and Care. By E. Philip Gelvin, 
McGavack, M.D., F.A.C.P. 
1957. 


Obesity: Its Cause, 
M.D., F.A.C.P. and Thomas H. 
Pp. xi 146. $3-50. New York: Hoeber-Harper. 


Contents: Preface. 1. Definition and Clinical Features. 2. Adipose Tissue. 3. Inter- 


mediary Metabolism of Carbohydrates and Fats. 4. Lipogenesis and Fat Mobili- 
zation. 5. Classification of Obesity. 6. The Normal Regulation of Intake of 
Food. 7. Etiology: Hereditary, Psychological, Nervous and Dietary Factors. 
8. Etiology: Metabolic Factors. 9. Etiology: Endocrine Factors. 10. Obesity in 


Childhood. 11. Management: General Considera#ons. 12. Management: Increas- 


ing Energy Expenditure 13. Management: Decreasing Energy Intake (Dict) 
14. Management: Anorexigenic Agents. 15. Management: Endocrine Preparations 
16. Management: Miscellaneous Medications, Physiotherapy, Surgery. 17. Course 
and Follow-up. Bibliography. Index. 


It was Hippocrates who said: ‘Those who are constitutionally fat 
die young’. Since then the hazards of obesity have been amply 
shown by numerous statistical studies but the part played by 
constitutional factors in its development remains a controversial 
point. 
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In the first half of this monograph some of the current views on 
fat metabolism and the etiology of obesity are briefly set out. 


Unfortunately the authors have attempted to cover a great deal of 


material, and, in so doing, have sacrified clarity for brevity. How- 
ever, there is a full bibliography which should be of real assistance 
to any one interested in recent studies in this field. 

It is obvious that the authors’ own interests have been in the 
treatment of patients suffering from obesity. This aspect of the 
subject has been covered fully in the second half of the book. 
They present the results obtained in a large clinic over the last ten 
years and put forward a programme which is ‘safe, effective and 
consistent with the principles of good nutrition, yet simple for the 
physician to prescribe and convenient for the patient to observe’. 
This section is well worth reading as it covers many aspects of 
routine care (including the details of suggested diets) and underlines 
the numerous difficulties. The authors rightly stress the import- 
ance of the patient’s active participation and it is interesting to 
note that best results are obtained in girls aged 15-18 years who 
are being left out of social activities because of their appearance, 
single women in the early thirties who are not yet reconciled to 
spinsterhood and men who cannot get insurance at standard 
rates! 

The whole book can be easily read at a sitting and is particularly 
recommended to practitioners who are primarily concerned with 
the individual management of patients with obesity. 

T.H.B. 


STRUCTURAL PSYCHOLOGY 


De Humani Mentis Fabrica. 


179. 2ls., 
1957. 


Structural Psychology 
K. Stanley-Jones. Pp. vi 
John Wright & Sons Ltd. 


By D. and 
postage 9d. Bristol: 


Internal Structure of Emotion. Hl. Emotion 

The Physical Basis of Anxiety IV. The Anatomi 
Early Training and the Emotions. VI. The 
VIL. The Structure of Mind and Brain. Glossary 


mtent 1. The 
World il 
Mind V 


motion 


ind the Outside 
al Structure of 
Kybernetic Pattern of 

Index 
The authors of this book have original views on the structure of 
the psyche, but their scaffolding is precariously tremulous in many 
places. They have a great interest in etymology and have read 
widely in neurophysiology, but one feels their building is more of an 
exhibition piece than a practical dwelling house. 

In the first few pages they derive the word oesophagus (so 
puzzling to philologists) with calm assurance from a supposed 
habit of the ancients in swallowing osiers, hence oisos and phagein. 
A few pages later they condemn to troubled matrimony all those 
who had difficulty in getting milk into their as yet innocent oeso- 
phagi in infancy; and another two pages further on they state 
that the element of pleasantness is denied to sensory surfaces 
anywhere except at muco-cutaneous junctions. This tends to 
confirm the belief held by many that sunbathing is overdone but 
it must leave the Muizenberg loungers in a difficult position when 
it comes to explaining their horizontal attitudes 

The authors race on, quite untrammelled, till at p. 150 they 
state that neurotic symptoms are ‘nothing if not the abnormal 
deflection of hypothalamic discharges into extrapyramidal chan- 
nels.’ If this is true then it would seem that the nothings have it. 

It is very difficult to know for whom this book is written. A 
glance at the glossary does not lead one to feel that it is meant for 
anyone of much knock-about experience. Vagina is succinctly 
described as ‘lower end of birth canal, below the womb’. The 
spinal cord is set down as being ‘within the hollow of the back- 
bone: it hangs like a pigtail from the base of the brain’. Unfortu- 
nately for modern Chinese readers the term pigtail is not explained. 
Circumcision is described as the ‘cutting off of the tip of the penis’. 
It seems to your reviewer that the authors think that the Rabbis 
as shaky as the foundations of the psychological structure of 
this crepuscular castle built in a neo-Freudian twilight. 


J.MacW.MacG. 
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PITUITARY TUMOURS 


Tumors of the Pituitary Gland - Infundibulum. By James W. 


Kernohan, M.D. and George P. Sayre, M.D. Pp. 81. 67 Illus- 
trations $1-00. Washington: Armed Forces Institute of 
Pathology. 1956. 

Contents Primary Tumors of the Pituitary Gland. Normal Anatomy of the 


Pars Anterior 
Eosinophilic 


Tumors of the Neurophypophysis. Tumors of the 
Adenoma Malignant Chromophobe Adenoma 


Pituitary Gland 
Chromophobe 


MEDICAL JOURNAL 
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Hypopituitarism not Associated with Primary 
Hypopituitarism not Associated with Primary 
Adamantinoma. Parapituitary Epidermoid and 


Adenoma. Basophilic Adenoma. 
Tumors of the Pituitary gland 
Tumors of the Pituitary gland. 
Dermoid Tumors. References. 


The authors have written a very comprehensive review of the 
pituitary tumours. The text is amply illustrated and the partly 
coloured reproductions of histological slides are excellent. 

Predominantly the tumours of the pituitary are chromophobe 
adenomas. These usually lead to symptoms of hypopituitarism 
and to visual disturbances. This latter symptom is the one which 
demands surgery. The visual field defect is commonly explained 
by pressure and stretching of the optic nerves or chiasma by the 
expanding tumour. The authors also point out that the bizarre 
defects may be caused by pressure of the anterior cerebral and 
anterior communicating arteries on the chiasma or optic nerves as 
these structures are pushed upward by the expanding adenoma. 

The malignant chromophobe adenoma is also discussed. Here 
there is some difficulty in establishing the criteria of malignancy 
They mention that some authors use the term ‘malignant adenoma’ 
if the tumour has burst through its capsule and expanded rather 
widely. Others however have the histology only as their criteria. 

The eosinophilic adenoma are usually related to gigantism and 
acromegaly. They can also cause visual disturbances. 

The third large group are the Adamantinoma or Craniopharyn- 
gioma. These are commoner among infants and children, they are 
usually cystic and are often very big. The defects in the visual fields 
vary considerably and often the third ventricle is invaded causing 
internal hydrocephalus. 

The histology of these and the rarer types of tumours found is 
discussed in great detail. 

The book is compact and yet complete in detail. Any one who is 
interested in this field, whether physician, surgeon or pathologist, 
will find it most informative. 

H.L.deV.H. 


INDUSTRIAL MEDICINE 


The Practice of Industrial Medicine. Second Edition. By T. A. 
Lloyd Davies, M.D., F.R.C.P. Pp. vii 282. Figs. 15. 30s. 
net. London: J. & A. Churchill Ltd. 1957. 
Contents: Preface to the Second Edition. I. Industrial Medicine. II. Historical 
and Introductory Survey. Ill. Medical Examination. IV. Accidents, Fatigue and 


Industrial Disease and 
Workmen's Compensation 


Environment. V. The Social Functions of Industry. VI 
Toxicology. VII. The Hazards of Coal Mining. VIII 
and Rehabilitation. IX. The Future. Index 


The growing industrialization, the development of new processes, 
materiais and substances, some of which are toxic and some 
otherwise dangerous, created the need for many medical practi- 
tioners to have at least some knowledge of occupational hygiene. 
Indeed many educators advocate that the undergraduate medical 
curriculum should include the study of this subject. How to 
squeeze another subject into the already overcrowded curriculum 
is another matter! 

Dr. Lloyd-Davies has helped to meet the need by producing a 
small book into which he manages to compress a great deal of 
information useful to the practitioner coming in contact with 
industrial workers, as well as to the industrial nurse. 

The first six chapters are especially recommended for the excel- 
lent manner in which they convey a mass of information with a 
praiseworthy economy of words. In chapters II and III excellent 
advice is given which, if followed, would surely go a long way 
towards preventing the friction which is so often engendered in 
the somewhat ticklish tripartite relation between the medical 
practitioner, the employee and the employer. 

The list of references at the end of the chapters is a very useful 
feature. 

A.J.O. 


SPOT DIAGNOSIS 


Spot Diagnosis. Volume If. Compiled by the Editors of The 


British Journal of Clinical Practice. Pp. 141. Illustrated. 
10s. 6d. London: Harvey & Blythe Ltd. 1957 
Contents: Part I. Spot Diagnosis. Part II. A Variety of Problems for Diagnosis 


and Discussion. 


Visual methods of teaching medicine are coming into their own and 
this most excellent little book is an example of what can be done in 
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this field to assist students of all ages. The method used is to 
reproduce on one page a picture of a clinical condition, a cardio- 
gram or an X-ray photograph together with a short statement or 
question offering some sort of clue to the diagnosis. Overpage 
appears a short and concise account of the condition concerned. 
The illustrations are on the whole extremely good, although the 
quality of some of the chest radiograms reproduced couid be 
improved. The clinical descriptions are concise and accurate, 
avoiding controversial subjects. 

The clinical problems which are discussed in a second part of 
the book were found to be both instructive and stimulating. 

It is hoped that the editors of the British Journal! of Clinical 
Practice will see fit to publish more volumes in this series in the 
future. 

S.J.F. 


CATALOGUE OF 
Medical Books. Pp. 39. 


E. & S. Livingstone Ltd., 15-17 Teviot Place, Edinburgh 1, have 
produced a catalogue of new medical books published by their 
firm. It includes 25 pages of New Books with shorter lists of 
Additional Titles Still Available and of Forthcoming Books and 
also lists of Alembic Club Reprints, The Catechism Series and 
Outlines of Dental Science. Particulars of journals published 
are included. The booklet concludes with an index of books 
classified under subjects. In submitting this catalogue Messrs. 
Livingstone intimate that a copy will be sent to anyone interested 
on application to them. 


MEDICAL BOOKS 


& S. Livingstone Ltd. 1958 


WORLD MEDICAL 


World Medical Periodicals. 
$6-00 or 30s. net. New 
1957 


PERIODICALS 


XXXili 340. 
Association. 


Second Edition. Pp. 
York: World Medical 


Preface to First Edition. International 
Code for the Abbreviation of Titles of Periodicals. World Medical Periodicals 
Principal International Abstracting Journals Principal International Indexes. 
Index of Periodicals by Subjects. Index of Periodicals by Countries. Index De 
Matiéres. Préface de la Deuxiéme Edition. Préface de la Premiére Edition 
Code International pour I Abréviation des Titres de Périodiques. Les Périodiques 
Médicaux dans le Monde Bulletins Principaux Internationaux d’ Analyses 
Index Internationaux Principaux Index des Périod iques par Matiére. Index des 
Périodiques par Pays. Indice dé —— Prefecio a la Segunda Edicion. Intro- 
duccion a la Primera Edicion Codigo Internacional para le Abreviacion de 
Titulos de Periddicos. Periddicos Médicos del Mundo. Principales Periddicos 
Internacionales de Resumenes Analiticos Principales Indices Internacionales 
Indice de Periddicos por Materias. Indice de Periodicos por Paises Inhalt 
Einleitung zur Zweten Auflage. Einleitung zur Ersten Auflage. Internationaler 
Code fir die Abkurzung von Zeitschriften-Titeln Medizinische Zeitschriften 
Aller Lander. Wichtige Internationale Referaten-Zeitschriften. Wichtige Inter- 
nationale Verzeichnisse Zeitschriftenverzeichnis nach Gebieten Zeitschrif- 
tenverzeichnis nach Landern 


Content Preface to Second Edition 


The appearance of the second edition of this book is a very welcome 
one. It is well known in the first edition, and is essentia! for all 
medical editors, medical libraries, and medical scientific institu- 
tions, giving as it does the ‘titles of journals of Medicine, Pharmacy, 
Odontology and Veterinary Medicine which were in existence in 
1957, together with those of well-known journals which have 
ceased publication since 1950’. 

The preface states that in the present revision about 1,400 new 
titles have been added and 600 omitted, and this brings the book 
right up to date. In addition, ‘new appendexes give (1) a list of 
some of the principle international abstracting journals, and 
(2) a list of the abstracting international indexing journals)’. 

The abbreviation of titles follows the code of rules use by the 
World List of Scientific Periodicals, as modified by ISO Recom- 
mendation R4: International Code for the Abbreviation of Scientific 
Periodicals, 1954. 

This immense work could be improved, if criticism is permitted, 
by adding for each periodical the year of publication of the first 
volume; this would make it possible without difficulty to correlate 
volume with date. 

Second edition is prepared by L. T. Morton under the guidance 
of a committee jointly sponsored by the World Medical Association 
and the International Union of the Medical Press. 


T.S. 
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WORLD DIRECTORY OF MEDICAL SCHOOLS 


World Directory of Medical Schools, second edition, revised and 
enlarged, World Health Organization, Geneva, 1957, 314 pages. 
Price: £1 5s., $5-00, or Sw. fr. 15.--. French edition in pre- 
paration. Local Sales Agent: Van Schaik’s Bookstore (Pty.) 
Ltd., P.O. Box 724, Pretoria. 


Medical educators from all parts of the world have assisted in the 
compilation of the World Directory of Medical Schools. Like its 
predecessor, which was published in 1953, the present edition 
lists medical teaching institutions in more than 80 countries, 
giving a few pertinent facts about each. However, its scope has 
been ‘considerably enlarged, since an outline of the general educa- 
tional system and a description of the salient features of under- 
graduate medical training in each country have now been added. 
Other pertinent data, such as the number of medical schools exist- 
ing in the particular country, their ratio to population, etc. are 
tabulated at the head of each chapter. A series of annexes sum- 
marize these data by continent and give the world totals. A re- 
presentation of the ratio of physicians to population throughout 
the world is also included, in the form of a map. The division of 
the medical course into periods of pre-medical, pre-clinical and 
clinical training, and internship, varies considerably from country 
to country. In the interests of comparison, therefore, the Directory 
includes a table which shows, country by country, the period of 
time allotted to each of these stages. 

Users of the Directory will be able to 
medical education in any country, to seek information on the 
training institutions existing therein, and to make their own 
independent analyses of medical education on a world basis. 
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CRY PTORCHISM 


Cryptorchism. By Charles W. Charny, M.D. and William 
Wolgin, M.D. Pp. viii 140. Illustrations. $5-85. New 
York: Paul B. Hoeber, Inc. 1957. 

mtents: Preface. 1. Introduction. I. Embryology: The Mechanism of Descent 


V. Symptoms and Complications of Cryptorchism 
VIL. Results of Treatment. Bibliography. Index 


1. Etiology. IV. Pathology 
I. Diagnosis and Treatment 


if 
I 
V 
The paper and the print, the photography and the production are 
of the highest quality, and they add to the pleasures of the reading 
of this short monograph. 

The chapter headings indicate its scope, and despite the brevity, 
a reasonably well-balanced review of the literature is given, and 
while points of view are argued closely, dogma is only slightly and 
occasionally in evidence. 

The study of the pathology, the treatment and its results is 
based upon testicular biopsy at different stages. This is the essen- 
tial contribution of the authors to a complex subject containing 
many contradictory viewpoints. That the histological picture is a 
valuable and important part of the assessment is readily conceded ; 
but perhaps it is given too great and exclusive a place in this work. 

Testicular biopsy shows that apart from early evidence of dys- 
genesis in some 20°, of cryptorchid cases, there is no sustained 
difference up to the age of 9 years in the others. When orchidopexy 
is indicated, it should therefore be done at this age. This recom- 
mendation is at variance with the widely held view that the optimum 
age for operation is at about 6 years. 

Despite the recognition of specific complications of crypt- 
orchidism; trauma, torsion, hernia, inflammation and malignant 
degeneration (the last amounting to about 50 times the risk in a 
descended testis), the authors are so impressed with the high rate 
of post-operative atrophy, that they are averse to orchidopexy for 
the unilateral, symptomless case. They use small doses of gonado- 
trophin more for diagnosis than for therapy, as they accept the 
view that such treatment is only successful in those cases in which 
testicular descent would occur spontaneously. 

These brief indications of some of the main conclusions derived 
from the new approach of pre- and post-operative testicular biopsy 
serve to demonstrate that the main value of this monograph 1s 
likely to be its stimulus to further careful and controlled work on a 
common condition about which there are contending theories and 
therapies. 

W.K. 
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CORRESPONDENCE : BRIEWERUBRIEK 


INOCULATION WITH TRIPLE VACCINE DURING 


PREVALENCE 


POLIOMYELITIS 


To the Editor: 1. At a recent Conference of Medical Officers of 
Health convened by this Department the question was raised 
whether inoculation of children with triple vaccine (diphtheria, 
whooping cough and tetanus) should not be discontinued when 
poliomyelitis is prevalent, in view of the possibility of precipitat- 
ing paralytic attacks of poliomyelitis. The Department undertook 
to consult the Advisory Committee on Virology on the subject 
and on the advice of that Committee has decided to recommend 
to local authorities that inoculation against all three diseases 
should proceed normally even during the summer months, pro- 
vided that the increased seasonable incidence of poliomyelitis 
is not above normal level for the time of year. 


2. It has also been decided, however, to advise local authorities 


to consult the Union Health Department where the increased 
incidence of poliomyelitis is above normal level in their areas so 
that the question of the continuance of immunization campaigns 
may receive consideration. The Department is anxious to ensure 
that immunization campaigns are not interrupted unnecessarily, 
as such campaigns are of great value in protecting the child com- 
munity against the diseases concerned. It is felt, however, that 
where the incidence of poliomyelitis is particularly high it may be 
necessary to discontinue immunization temporarily during the 
increased incidence of this disease. 

3. This matter is brought to your notice and I hope that you 
will be able to give publicity to this letter in your Journal, as it 
may be of interest to private medical practitioners to know the 
view taken by the health authorities on this important subject. 
Private practitioners may find it useful, when in doubt, to consult 
their local health departments 

B. M. Clark 
Department of Health for for Health 
P.O. Box 386 
Pretoria 
20 December 


Secretary 


1957 


“CLOSED HOSPITALS 

To the Fditor: The letter sent by the Branch Council to all members 
of the Cape Western Branch of the Medical Association of South 
Africa will be widely endorsed by those who are interested in 


the problems associated with the treatment of the sick poor, 
and with medical education 

In this circular attention is drawn to the fact that ‘patients 
well able to afford medical fees, are receiving treatment at the 
“closed” hospitals in the Cape Peninsula, i.e. those teaching 
hospitals where patients receive medical treatment only from 


members of the staff of that hospital. This is causing considerable 
hardship to our colleagues serving on the staff of these hospitals, 
who are thus called to render services to patients whom they 
consider able to pay the normal fee’. 

The Branch Council expresses this opinion: ‘The result is that 
it is likely that the necessitous patients will be deprived of skilled 
services traditionally rendered by the profession without charge, 
by resignations from the staff of the ‘closed hospitals’. Members 
of the Branch are therefore requested by their Council ‘to refer 
to “closed” hospitals only such patients as are nct able to afford 
the cost of medical treatment they require’. The Branch Council 
also suggests that ‘it would greatly assist all concerned if every 
patient referred . . . to a closed hospital was in possession of a 
certificate stating he was unable to afford the medical treatment 
he required’. 

If resignations were to take place among the part-time medical 
members of the staff of the ‘closed’ hospitals, not only would 
the necessitous patients be deprived of their skilled services, 
but the medical schools would suffer a serious set-back. In fact, 
the results would be far-reaching, involving the Universities as 
well as the Provincial Hospital Administration and the medical 
profession. It is also possible that some of the rules of the Medical 
Council are infringed by the practices to which the Branch Council 
takes exception. It is suggested that a useful purpose would be 


served if the Branch Council were to initiate a joint discussion 
between the Universities, the Cape Hospital Administration 
and the Cape Western Branch of the Medical Association. 

R. Lance Impey 
Consulting Gynaecologist, Groote Schuur 


Hospital Cape Town, and Victoria Hospital, 
Wynberg. 


Claremont 
Cape Town 


26 December 1957 


ANTIOBIOTIC THERAPY 

To the Editor: \n your editorial ‘Hazards of Antibiotic Therapy’ 
contained in the issue of 14 December you state that the routine 
prophylactic use of Mycostatin in combination with tetracyline 
is not considered advisable because Mycostatin-resistant strains 
of candida may develop. 

In this connection we should like to point out that during the 
several years Mycostatin has been exhibited as an antifungal 
(specifically anti-monilial) antibiotic in many countries no reports 
have appeared suggesting development of resistant strains of 
candida. In repeated trials the laboratories of the Squibb Institute 
of Medical Research in New Brunswick have been unable to 
observe resistance by strains of Candida albicans to Mycostatin. 

Dr. Henry Welch? (Department of Health, Education and 
Welfare, Food and Drug Administration, Washington, D.C.) 
has extensively reviewed the literature and points out that as 
some patients treated with broad spectrum antibiotics are affected 
adversely and since some of these adverse effects can be prevented 
by concomitant treatment with Mycostatin, it is only logical to 
conclude that some patients should be treated prophylactically. 

As we have indicated, both in our announcements on Myste- 
clin V (tetracycline-phosphate complex equivalent to 250 mg. 
of tetracycline hydrochloride and 250,000 units of Mycostatin) 
in your Journal and through visits to doctors by our technical 
representatives, there are several types of patients to whom Myco- 
statin should logically be administered along with broad-spectrum 
therapy. It is generally accepted that moniliasis is most likely 
to develop in the debilitated patient. The use of high doses of 
broad-spectrum antibiotics and or the concurrent use of cortisone 
and related steroids more frequently cause monilial overgrowth 
Similarly diabetics treated with broad-spectrum antibiotics are 
more prone to develop peri-anal and vaginal moniliasis, and 
infants, particularly premature, are prone to develop thrush 
Furthermore, the significant incidence of vaginal moniliasis 
following antibiotic therapy, particularly during pregnancy, must 
be considered. It would appear that these groups of patients 
referred to are the most likely candidates for the prophylactic 
use of Mycostatin where antibiotic therapy is employed. 

In support of Dr. Welch’s findings, Metzger et a/.* have stated: 
‘It is our feeling that yeast overgrowth should be suppressed 
whenever possible and the inclusion of nystatin therapy with 
anti-bacterial therapy is recommended as a worth-while pro- 
cedure.’ 

R. Neesham 


Vanaging Director, 
Squibb Laboratories (Pty.) Ltd 


P.O. Box 9975 


Johannesburg 

1. Editorial (1957): S. Afr. Med. J., 31. 1265 

2. Editorial (1956): Antibiot. Med., 2, 79 

3. Metzger, W. I., Steigmann, F., Jenkins, ¢ J.. Jr.. Pamukecu, S. F. and 


Kaminski. L. (1957): Antibiotic Annual, 1956-57, p. 208 

[General warnings have been given by authorities regarding 
the inadvisability of routine prophylactic administration of anti- 
biotics and combinations of antibiotics, including nystatin- 
containing preparations as mentioned in our editorial. With 
regard to candida organisms it has been reported that certain 
strains (not albicans) have been found to develop resistance to 
nystatin and to another antifungal agent amphotericin B— Report 
of Symposium (1957): Lancet, 2, 888.—FEditor. } 
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